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Natural Fog —for respiratory tract disorders | 
a supersaturated humidity, a prescribed temperature, and still a COOL, DRY patient 


One doctor called it “air conditioned’ humidification. Air conditioned humidification or 
“Natural Fog,” the indisputable fact remains that the Melco “Natural Fog” Generator 
is producing in an entire hospital room the therapeutic humidification that physicians 
have long desired. 


The Melco “Natural Fog” Generator DOES provide a supersaturated patient atmosphere. 
It DOES enable the physician to prescribe temperature between 68° and 85°F. It DOES 
supply moisture in therapeutical size. It DOES all of this without precipitation. 

The Melco “Natural Fog’ Generator increases the amount of moisture available for 
therapeutic purposes. And produces supersaturated humidity at a temperature that 1s 
comfortable to the patient. This patient comfort, according to many physicians, contributes 
significantly to continuous and uninterrupted high humidity therapy. From a physiological 
point of view, a lower metabolism is maintained than in‘the high temperature of the 
old fashioned steam room. 


These then establish the clinical utility of “Natural Fog”... “conditioned humidification” 
...aS a therapeutic tool. 


Any of the above statements can be verified by the hospitals which have installed a Melco 
“Natural Fog” Generator. A list will gladly be forwarded on request. 
IMPORTANT 


Without obligation, we shall send you complete information and prices, medical reprints 
and a list of hospitals using the Melco “Natural Fog” Generator. Write Dept. 104 
Medical Equipment Division. 


MELCHIOR, ARMSTRONG, DESSAU CO. RIDGEFIELD. NEW JERSEY 


OF DEL.. INC. 
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Available in three con- 
venient strengths—3/4, 
1 1/2, and 3-grain pul- 
vules. 


QUALITY / RESEARCH / INTEGRITY 


For rapid—-yet sustained —sedation 


PULVULES 


TUINAL 


combine two cardinal features 


in a single preparation 


There are equal parts of quick-acting “Seconal Sodium’* and 
moderately long-acting ‘Amytal Sodium’; in each Pulvule 
Tuinal. Assures the obstetric patient quick, sustained am- 
nesia; the surgical patient relief from apprehension and fear. 


**‘Seconal Sodium’ (Secobarbital Sodium, Lilly) 
t‘'Amytal Sodium’ (Amobarbital Sodium, Lilly) 


723005 
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An outpatient at one of the 56 hospitals operated by the Division of Indian 

Health, Public Health Service, is shown an x-ray photograph of his chest. Progress 

being made by the PHS toward its objective of bringing the health of the Indians 

to the level enjoyed by the rest of the population is described in an article 

beginning on page 38. Cover photograph courtesy of PHS. (Other picture 

credits on page 132.) 
Clastifie? 
HOSPITALS is published the first and sixteenth of each month by the American Hospital Association, 18 E. 
Division St., Chicago 10, Ill. Entered as second class matter January 9, 1936, at the postoffice of 
Chicago, lll., under the Act of March 3, 1879. SUBSCRIPTION RATES: $5 for | year: $9 for 2 years; $12 


for 3 years. Single copies, 30 cents, except the two-part August |, Guide issue, $2.50. (Foreign and Pan- 
American add $1 per year for postage.) CHANGE OF ADDRESS: Notice should include the old as 
well as new address including postal zone number. Four weeks’ notice is required. The local postmaster 
should be notified. COPYRIGHT: April 16, 1957, by the American Hospital! Association. 
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Cleveland |5: Eugene G. Leipman, 1220 Huron Rd.—SUperior 1-1373 (5) 
New York 22: George B. Janco, 3 E. Fifty-fourth St—PLaza 4-1090 a 7 


Pasadena: Ren Averill, 232 N. Lake Ave.—RYan 1-9291 
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AFTER ALMOST 
FIVE YEARS OF 


INVESTIGATION 


AND EXTENSIVE 
CLINICAL USE 


‘MILLIONS OF 


THERE HAS NOT 
BEEN SINGLE 

REPORT 

SERIOUS 
FATAL REACTION 
ERYTHROCIN 


ANTIBIOTIC 


®Filmtab — Film-sealed tablets, Abbott; pat. applied for. 


This remarkable safety record stands un- 


paralleled in systemic antibiotic therapy 
today. In addition to being an unusually 
well-tolerated drug... ERYTHROCIN (com- 
pared to most other commonly-used anti- 
biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 


icity, ERYTHROCIN is effective in the great 


majority of common, bacterial respiratory 
infections. In speaking of pneumonia, Her- 
rell said, “the lack of toxic manifestations 
following administration of erythromycin 
today actually favors its use over that of 
the broad-spectrum antibiotics in the treat- 
ment of this infection.” 


While discussing purulent cellulitis and 
sepsis due to staphylococci, Eastman, et al., 
mentioned erythromycin as a drug of first 
choice in treating these conditions.’ 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.” 


THERAPY 


You, too, can have these same good results 


in -your everyday practice—plus the assur- 


FILMTAB™ 


ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


Erythrocin 


STEARATE (Erythromycin Stearate, Abbott) . 


1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
inc., 1955. 2. Eastman, G., Cook, E. and Bunn, P., 


N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. bbott 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955. 


hospital assoctaiton meetings 


NATIONAL HOSPITAL ASSOCIATIONS 
(THROUGH MARCH 1958) 


American Hospital Association 
Annual Convention — September 30- 
October 3; Atlantic City (Hotel Tray- 
more; Convention Hall) 

Catholic Hospital Association—May 27- 


AS SOON AS DETERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 
ARE ELECTED, SHOULD BE MAILED TO DEPT. 


AH, 18 E. DIVISION, CHICAGO 10 


REGIONAL MEETINGS | 
(THROUGH MARCH 1958) 


Association of Western Hospitals—May 
6-9; Los Angeles (Statler Hotel) 
Maryland-District of Columbia-Delaware 
Hospital Association—November 6-8; 
Washington D.C. (Shoreham Hotel) 
Middle Atlantic Hospital Assembly—May 


30; Cleveland (Hotel Statler; Audi- 
torium) tion Hall) 


22-24; Atlantic City, N. J. (Conven- 


ANOTHER HANEY VIcTorRY ! 


GOAL OF THIS CAMPAIGN: 
$350,000 


BLIC SUPPORT 


¥ BANK OF PU 
{ Medina, New ¥or February 25, 19 
00 
$355,000. 
ORIAL HOST" 
Pay TO MEDINA, MEME Dollar: 


Raised This Campaign: $355,000.00 
Subscriptions Still Coming In 


% “I wish to take this opportunity to express to you the sincere 
appreciation of myself, as Mayor, my Board of Trustees and 
the entire Village for the wonderful job you have so success- 
fully completed. May your efforts always achieve the same 
degree of success, and the relationship to the community you 
are serving, be as pleasant as it has been here.” | 


C. J. Grecory, Mayor 
Village of Medina, New York 


% “Hard work and know-how usually get results. Congratula- 
tions on a job well done.” 


Epwarp O’REILLY 
Vice-President, Hospital Board 


HANEY ASSOCIATES, INC 


259 WaLNnuT STREET 
NEWTONVILLE 60, MASSACHUSETTS 


Specialists in Successful Hospital Campaigns for over 30 years 


CONSULTATION ON YOUR FuND-RaISsING PROBLEM 
WitTHOUT OBLIGATION OR EXPENSE 


Mid-West Hospital Association — Apri! 
24-26; Kansas City, Mo. (Hotel Presi- 
dent; Municipal Auditorium) 

Southeastern Hospital Conference—Apri! 
24-26; Atlanta (Atlanta Biltmore 
Hotel) 

Tri-State Hospital Assembly—Apri! 29- 
May 1; Chicago (Palmer House) 

Upper Midwest Hospital Conference — 
May 22-24; Minneapolis (Hotel 
Leamington; Municipal Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH SEPTEMBER 1957) 


Arkansas Hospital Association —- May 
23-25; Little Rock (Marion Hotel) 
lowa Hospital Association — Apri! 25- 

26; Des Moines (Hotel Savery) 

Maine Hospital Association — June | | - 
12; Rockland (Samoset Hotel) 

Massachusetts Hospital Association —— 
May 9; Boston (Statler Hotel) 

Michigan Hospital Association — June 
21-22; Mackinac Island (Grand Ho- 
tel) 

New Jersey Hospital Association—May 
22-24; Atlantic City, N. J. (Conven- 
tion Hall) 

Hospital Association of New York State 
—May 22-24; Atlantic City, N. J. 
(Hotel Claridge) 

North Dakota Hospital Association — 
April 23-24; Grand Forks (Dacotah 
Hotel) 

Hospital Association of Pennsylvania —- 
May 22-24; Atlantic City, N. J. 
(Convention Hall) 

Comite Des Hopitaux Du Quebec—June. 
24-26; Montreal (Montreal Show 
Mart Inc.) 

Tennessee Hospital Association ——- May 
30-June 1; Gatlinburg (Hotel Moun- 
tain View) 

Texas Hospital Association -— May 
16; Houston (Shamrock-Hilton Hotel) 

West Virginia Hospital Association —— 
August 1-3; White Sulphur Springs 
(Green Briar Hotel) 


AHA INSTITUTES 
(THROUGH SEPTEMBER 1957) 


Improvement of Patient Care Institute-—— 
April 22-23; Kansas City, Mo. (Hotel 
President) 

Obstetrical Nursing Service Administra- 
tion Institute—April 22-25; Albany, 
N.Y. (Sheraton Ten Eyck Hotel) 

Occupational Therapy Institute —— Apri! 
22-26; Seattle (Olympic Hotel) 

Hospital Auxiliary Leadership Institute— 
April 25-26; Atlanta (Atlanta Bilt- 
more Hotel) 

Administrators’ Secretaries Institute — 
May 13-17; New York City (Shera- 
ton-McAlpin Hotel) 

Directors of Hospital Volunteers Insti- 
tute — May 15-17; Chicago (Black- 
stone Hotel) 

Institute on Hospital Food Service Super- 
vision—May .20-24; Dearborn, Mich. 

(Dearborn Inn) 

Nursing Inservice Programs Institute — 
May 27-29; Boston (Somerset Hotel) 

Hospital Organization and Hospital Plan- 
ning Institute — June 6-7; Chicago 
(Shoreland Hotel) 

(Continued on page 127) 
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Why not 
the finest 


when it costs no more? 


Stainless steel equipment is truly the epitome of 
hospital furniture. Now you can afford the finest stain- 
less steel equipment for your hospital...and it costs no 
more. Blickman offers an entire line unmatched for qual- 
ity, specially designed for use in every part of the hos- 
pital from the nursery to the autopsy room. Designs 

- incorporate the latest advances in technique. Every item 
reflects Blickman craftsmanship...the result of a life- 
time of experience in raising steel fabrication to true art. 


All equipment is built of heavy gauge stainless steel 
and fitted with conductive casters, tips or glides. All 
items feature Blickman’s famous seamless weld con- 
struction throughout for maximum sanitation. 


For full information regarding stainless steel hos- 
pital equipment write to S. Blickman, Inc., 3804 Gregory 
Avenue, Weehawken, New Jersey. 


A. Clifton REVOLVING STOOL 
7745 SS-15”, 7746 SS-13” 
Sturdy welded construction. Seat 15” 

or 13” diameter, has non-slip conduc- 
tive inset mounted in ‘circular de- 
pression. Adjusts from I9” to 31”. 


B. Manhattan MAYO STAND 


7740 SS 

Easy, one-hand control, absolute sta- 
bility. Internal, non-slip device locks 
tray at any height, automatically. 
Fits under all operating tables. 


Cc. Newark MAYO STAND 


7741 SS 


The same as the Manhattan Mayo 
Stand with the hand screw locking 


device. 


D. Lenox KICK BUCKET 

7766 SS 

Unbreakable carriage is conductive 
rubber-bumpered inside and out. 
Twelve quart stainless steel pail is 
removable. 


“Sold through 
Blickman Authorized Hospital 
Equipment Dealers” 


BLICKMAN 


HOSPITAL EQUIPMENT 


Blickman-Built Look for this symbol of quality 
ESTABLISHED 1889 
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in step with your progress 


COMPLETE RADIOGRAPHIC VERSATILITY —Aristocrat 


easily handles complex as well as simple examinations. 


* 


NOW- better x-ray facilities 


for less investment 


Never before—so b. 
a diagnostic value 


for limited budgets 


Aristocrat's com- 
pact, precise control 
stand and powerful 
generator | 


pq ERE'S the type of purchase that cost- 
conscious hospital administrators ap- 
preciate: Maximum return per. dollar in- 
vested . . . maximum utility per square 
foot of room space. ae 

The General Electric Aristocrat offers 
advanced features radiologists want —in 
a complete, compact package . ate 
price that spells significant savings. 

Why compromise for less-than-satisfac- 
tory facilities when Aristocrat gives you: 
® fuil-size, motor-driven table, ample 

for your largest patients 
® powerful 300-ma generating unit for 

split-second x-ray exposures 


® two separate heavy-duty x-ray tubes 
to simplify radiography and fluoroscopy. 


® choice of tube stands — conventional 
upright mountings or the newer ceiling- 
mounted type 


This advance in x-ray economics is just 
what you'd expect from General Electric. 
It’s the result of cost-conscious engineer- 
ing and modern assembly-line manufac- 
turing methods. 


Remember, too, when you work with 
General Electric, you achieve security as 
well as economy—one responsible source 
for planning, Reencine: installation and 
service. Ask your G-E x-ray representa- 
tive to show you how the Aristocrat gives 
you more for your x-ray dollar. Or write 
X-Ray Department, General Electric 
Company, Milwaukee 1, Wisconsin, for 
your copy of Pub. |-4]. 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 


HOSPITALS, J.A.H.A. 


COMPLETE FLUOROSCOPIC FLEXIBILITY —with all 


facilities arranged for maximum efficiency, minimum effort. 


af tagnostic unit 
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matchless fit.. 


_ Extra fullness at base of thumb allows full hand closure without binding. 


\ 


A DIVISION OF BECTON, DICKINSON AND COMPANY © Gmmtom, Ohio | 
APRIL 16, 1957, VOL. 31 


| 
| 
Curved fingers permit natural, tension-free manipulation. 
Color bands on cuffs allow quick and easy size identification and sorting. 
SURGEONS GLOVES 
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Lessen the Nursing Burden 
with Honeywell Bedside 


“Temperature Control | 


Provide better therapy...more comfort for your patients 


FMANDS onnurses’time _ button. In two-bed rooms the Honeywell 
D are lessened when Round can be mounted between the beds. 
patients can make their own In addition, Bedside Temperature Control 
room temperature adjust- provides a saving in fuel costs by eliminating 
ments with a Honeywell Bed- heating waste. It allows physicians and sur- 
side Temperature Control. geons to ‘‘prescribe’’ exact room temperatures 
Patients make themselves to help speed patient recovery. 
comfortable and your nurses Specify Honeywell Bedside Temperature 
are freed from many time- Control for your new hospital or addition. 
consuming tasks. You know Also available for your existing bedrooms at 
3 these all too well—opening costs as low as $87.50 per room*. No tearing 
and closing windows, carrying blankets and out of walls or redecorating is necessary. For 
refilling hot water bottles. more information, call your local Honeywell 
With the ‘‘bedside”’ installation of the new office now. Or, write Minneapolis-Honeywell, 
Honeywell Round mounted for finger-tip ad- Dept. HO-4-81, 2727—4th Avenue, South, 
justment, the patient can control room heating = Minneapolis 8, Minnesota. 
and ventilation as easily as reaching fora call —— *Average installed price for room with one radiator 


Honeywell 


APRIL 16, 1957, VOL. 31 : a 


| 

~ 
e 
HONEYWELL VU) WL 


introducing He authors 


(left to right) JACK B. McCORD, JAMES R. SHAW, M.D., 
and D. W. WALSH 


How quality-wise purchasing 
lowers housekeeping expense 


by Jack B. McCord 


Jack B. McCord has served as 
purchasing agent at University 
Medical Center, Jackson, Miss., for 
the past two years. Mr. McCord 
began his hospital career in 1950 
at Methodist Hospital, Memphis, 
Tenn., where he served as office 
manager in 1952. While he was as- 
sociated with Methodist Hospital, 
Mr. McCord was completing his re- 
quirements for a bachelor of sci- 
ence degree in accounting at Mem- 
phis State College. 

Mr. McCord has also served as 
administrator of King’s Daughters 
Hospital, Yazoo City, Miss., and as 


equipment and administrative con= 


sultant for the Mississippi Commis- | 


sion on Hospitals (Hill-Burton). 

He is a member of the American 
Association of Hospital Account- 
ants. 


Guarding the health of 
our Indian citizens 
by James R. Shaw, M.D. 


Dr. James R. Shaw is chief of 
the Public Health Service’s Divi- 
sion of Indian Health, Department 


of Health, Education, and Welfare, | 


Washington, D. C. He has headed 
the federal government’s Indian 
health program since July 1953. 
Dr. Shaw is responsible for the 
medical and public health services 


th LZ 
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A good hot breakfast, along with 
every other good meal, is one of 


the ways your hospital keeps its 
good reputation. The satisfied 
patient becomes a living walkie- 


talkie for your hospital. 


Over 250 hospitals have, for the 

past few years, been proving the 

success of the Meals-on-Wheels 

System — a food service that de- 

livers to the patient hot foods hot 

and cold foods cold—at a definite 

savings to the hospital in labor 

and food costs. For complete de- 
tails write today to — 


Mee ;-on-Wheels 
Sys tem 


Dept. 2, 5001 East 59th St., Kansas City 30, Mo. 


for approximately 370,000 Indians 


and Alaska Natives in 26 states and 
Alaska. 

A career officer of the Public 
Health Service, Dr. Shaw holds 
the grade of medical director. He 
has been a commissioned officer in 
the regular corps of the Service 
since 1938. 

Dr. Shaw’s medical career began 
with his internship at the PHS 
Hospital in New Orleans, following 
graduation from the University of 
Michigan Medical School in 1936. 
After two years of Public Health 
Service duty in Washington, he 
was granted a fellowship at the 
Mayo Clinic for postgraduate study. 

Dr. Shaw has served as medical 
officer in charge at the Los Angeles 
and San Pedro (Calif.) Clinics 
(1945-49) and at the PHS Hospital, 
Detroit, (1949-52). In 1952 he was | 
appointed chief of the Public Health 


_Service’s Division of Hospitals, a 


position he held for one year be- 
fore being appointed to direct the 
Indian health program. 

Dr. Shaw is a fellow of the 
American College of Physicians 
and a member of the American 
Medical and Public Health Associ- 
ations. | 


Let the patient know 
what he’s paying for 


by D. W. Walsh 


D. W. Walsh is controller of Me- 
morial Center for Cancer and Al- 
lied Diseases, New York City. Prior 
to joining the Center staff in 1954, 
Mr. Walsh served as comptroller 
at St. Luke’s Hospital, Chicago, for 
seven years. 

A certified public accountant in 
the state of Illinois, Mr. Walsh has 
also engaged in industrial and re- 
sort hotel accounting work. 

A graduate of St. Louis Uni- 
versity School of Commerce, Mr. 
Walsh did graduate work at Loy- 
ola and Northwestern Universities, 
Chicago. 
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0 of hospitals 


(in rural areas particularly) 
must somehow get along with only a 


part-time radiologist 


who, in turn, must depend.ona 


part-time technician 


to carry the radiographic load | 
when he isn't there 


if thats your situation 


and you're wondering how to improve it 


it will pay you to 


investigate the new Picker 
Anatomatic 200ma x-ray unit 


.... radiographs come easy with it 
you simply (A) "dial" the body part 
(B) set its thickness 
(C) take the picture 


....it's dependable 
delivers a diagnostic radiograph 
the first time every time 


ones ee full-duty tool for the radiologist 


200ma 1LOOKV power 
exposures down to 1/20 second 
versatile 8” x 10” Spotfilmer | 


A get the story from your local Picker man 


PICKER X-RAY CORPORATION 
25 South Broadway, White Plains, N. Y. 
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Institution Laundries report... 


Outstanding savings with 


Washer-Extractor 


The American Cascadex Washer-Extractor is avail- 
able in two sizes, 32” x 24” with 50-lb. dry weight 
capacity, and 40”x 30” with 100-lb. dry weight 
capacity. Both can be furnished manually operated, 
or air operated for use with automatic washing con- 
trol. Choice of horizontal partition 2-pocket cylinder, 
or three Y-pocket cylinder. Exclusive Intermediate 
Speed between wash and extract cycles eliminates 
complicated balancing mechanism. 


Introduced only a short year ago, the 
Cascadex has found an important niche in 

all types of institution laundries. Enthusiastic 
hospitals and other institutions report 

major Cascadex benefits — especially its 

high hourly output in so very little floor space. 
All agree it's a rugged, professional machine 
that performs a reliable, professional job. 
Combining high-quality washing and 


extracting in one compact machine gives real 
savings in labor and floor space — increases 


production. No time is lost transferring 


work from washer to a separate extractor, 
and washing cycle is reduced by elimination 
of one rinse. This means more loads are 
produced every day. A final hot rinse 
speeds drying and ironing. 

Find out how the Cascadex Washer-Extractor 
will make outstanding savings for your 
hospital or institution. Write today 

for Catalog AB 331-702. 


The American Laundry Machinery Company - Cincinnati 12, Ohio 
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Smaller inventory and faster return of linens to central supply. That's the Pa og ae at 

St. John’s Hospital, Longview, Wash. Their laundry department has two 40” x 30” Cascadex Washer-Extractors 
with Cyclamatic Controls. These machines handle almost 9,000 lbs. of all kinds of work each week! 

Save equipment investment, too, combining top quality washing and extracting in one operation. — 


2 less operators are needed in this laundry since 
replacing old equipment with two 32”x24” Cascadexes. 
Equipped with Selectro Automatic Controls, these ma- 
chines at Coeur d’ Alene Hotel, Spokane, Wash., easily 
handle all of the various laundry requirements including 
linens, uniforms, blankets and towels. 


You can expect more from ll 


= =” 


“A nickel can be balanced on this 40’x30” Casca- 
dex during extraction,” reports Mr. Charles M. Charlton, 
Supt. of Schenectady (N.Y.) Children’s Home. Bolted 
directly to basement floor, the Cascadex has increased 
the laundry’s production 30%, with less labor and savings 
in water and supplies. 


J 
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These Koroseal products last 


years longer, yet cost no more 


made of Koroseal flexible. 


material can make substantial sav- 
ings for hospitals because they outlast 
ordinary products, often by years, yet 
cost no more. 

Koroseal sheeting is waterproof. Koro- 
seal resists stains and odors, is crease- 
proof, washes easily with soap and warm 
water; can be autoclaved repeatedly 


without sucking cracking or wearing out. 


Koroseal translucent tubing meets 
most laboratory needs. It lasts longer 
because it is not affected by oxidation, 
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light or exposure to liquids or most 
chemicals. It withstands steam sterili- 
zation and will not become brittle or 
deteriorate with age 

Koroseal film may be used for pillow 
cases, Mattress Covers, aprons and many 
other uses. Long-lasting, easy to handle. 

Koroseal wet dressing covers are the 
same tough Koroseal film, but are made 
in shapes to fit foot, foot-and-leg, hand 
or hand-and-arm. 

Hospital supply houses ay surgical 
dealers sell the products shown above. 


For catalog, Koroseal sheeting swatch 
book or additional information, write: 
Hospital and Surgical Supplies Dept., 
B.F.Goodrich Industrial Products Com- 
pany, Akron 18, Obio. 


Korosea!l Trade Mark—Reg. U.S. Pat. Off. 


B.E. Goodrich 
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Engaging charm (with hidden virtues) 


Soft Mist Green and Antique White furniture colors—with 
Textolite tops in a new Provincial pattern — combine to give this 


Simmons hospital room appealing, restful charm. 


What you can’t see at first glance are the hidden features that make 


this room especially attractive to patients and hospital staff alike. 


There’s the Simmons Slimline Van-D-Dresser that conveniently 
serves as bedside cabinet. desk and dresser. There’s a full-sized 
bed in the Hide-A-Bed sofa by Simmons for extra sleeping accom- 
modations. And the hospital bed is a Simmons Motorized Vari-Hite 
that raises or lowers at the touch of a button. (It’s fully approved 


by Underwriters’ Laboratories). Equipped with a Beautyrest* hos- 


pital mattress. made. only by Simmons. 


*Reg. Trade-Mark 


SIMMONS COMPANY 


Whether you’re furnishing new 
rooms or adding new furniture 
to old ones, your maintenance 
budget will show the economy 
of Simmons welded steel furmi- 
ture, designed by Raymond 


Spilman, A.S.1.D. 


Your Simmons agent or 
nearby Simmons office is 
always ready with advice 
based on nationwide 
hospital experience. 


DISPLAY ROOMS: 


Chicago * New York ® San Francisco 
Atlanta * Dallas * Columbus * Los Angeles 
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¥ 
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found there 


I dont mind telling you I was worried. Every 
month our labor costs seemed to get higher and higher, 
yet the floors didn’t look too good, and hallways were 
beginning to show real signs of wear. Before the hos- 
pital board started asking questions, I started looking 
for somebody who could help give us the answer. _ 

The vtry first thing the Huntington man did was to 
study our entire maintenance problem and see how the 
job could be improved. He gave demonstrzetions and 
showed our maintenance people the best way to sweep 
a floor, wax a hall, and a lot of short cuts as well as how 
to do their jobs more efficiently. 


WHEN 
MAINTENANCE. 
PROBLEMS 
BAFFLED 


who knows! 


As a result, our total maintenance cost was cut by 
about 45°%, and everybody is happy. Because, you see, 
it is a combination of the experience of the Huntington 
representative and the high quality, specialized prod- 
ucts he handles that made it possible for us to cut our 
cost almost im half. 

What did it cost us for the services of this Specialist? 
Not one cent! If you have a problem—any kind of main- 
tenance problem—I would suggest you find out who 
your Huntington representative is. All you have to do 
is write and ask for the name of the man behind the 
drum in your area. | 


HUNTINGTON G@> LABORATORIES 


INCORPORATED 


Huntington, Indiana Philadelphia 35, Pennsylvania Toronto 2, Ontario 


HOSPITALS, J.A.H.A. 


& 
= 
3 
~ 
4 
= 
1} 


>» HOUSE VOTES $121.2 MILLION FOR 
HILL-BURTON—-The House has voted 
to sustain a recommendation of 
its Appropriations Committee that 
$121.2 million be allotted to the 
Hill-Burton hospital construction 
program for fiscal 1958. 

The House action was spear- 
headed by Rep. John E. Fogarty 
(D-R.I.) who helped defeat two 
attempts at | 
amending the 
program. The 
first amendment 
was offered by 
Rep. Adam 
‘Clayton Powell 
(D-N.Y.) who 
sought to with- 
hold funds from 
states practicing 
segregation in 
hospitals. 

Rep. F. Edward Hebert (D-La.) 
sponsored the second proposed 
amendment, which would have cut 
Hill-Burton funds by $26 million. 

For other news of Washington 
see p. 116. | 
> JCAH REVISES STAFF MEETING STAND- 
ARD— The Joint Commission on 
Accreditation of Hospitals has 
announced a revision in the per- 
centage of staff members required 
to be at staff meetings as stated 
in the commission’s Standards for 
Hospital Accreditation. 

The new standard reads (with 
formerly correct figures in brackets 
[ ]): “Active staff attendance shall 


REP. FOGARTY 


emergency. 
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TORNADOES were responsible for injuring 178 persons who were 
treated at Parkland Hospital (left), Dallas, Tex., and for doing $250,000 
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average at each meeting [75] 50 
per cent of the active staff who are 
not excused by the executive com- 
mittee for just cause. Each active 


_ staff member shall attend [75] 50 


per cent of staff meetings unless 
excused by the executive commit- 
tee for just cause.” 


The modified standard is effec- 


tive immediately. 

The modification of the standard, 
JCAH stated, was recommended 
by the Committee on Standards 
which was charged by the Board 
of Commissioners to consider the 
conclusions reached in the so-called 
Stover Report. On this point the 
report stated: “Staff meetings re- 
quired by the joint commission are 


‘acceptable, but the attendance re- 


quirement should be set up locally 
and not by the commission.” 


+ TORNADOES, BLIZZARDS, EARTHQUAKES 
TAX HOSPITAL FACILITIES—In Dallas, 
Tex., 10 persons were killed and 
193 were injured in a series of 
tornadoes that struck on April 2. 

Most of the injured, 178, were 
taken to Parkland Hospital. Of 
these, one died and 33 required 
hospitalization. Fourteen tornado 
victims were taken to Methodist 
Hospital of Dallas, two to Baylor 
University Hospital, and one to St. 
Paul’s Hospital. 

Parkland Hospital added more 
beds to patient rooms and con- 
verted classrooms for use in the 
Ambulatory patients 
were discharged from the hospital, 


«digest 7NEWS 


damage to the Mississippi State Sanatorium, 
five tuberculosis patients at the sanatorium required surgical aid. 


which narrowly escaped tornado 
damage itself, as soon as it was 
known that the twisters were on 
their way. 

All the hospitals in the Dallas 
area put their disaster plans into 
effect on a stand-by basis in case 
the patient load at Parkland be- 
came more than the hospital could 
handle. 

Private ambulances and a bus 
were used to bring in the tornado 
victims. 

@ On April 4, 25 persons were 
injured seriously enough to require 
surgical aid when a tornado struck 
the Mississippi State Sanatorium, 
a tuberculosis hospital at Sana- 
torium, approximately 40 miles 
from Jackson, Miss. Four of those 


hurt required hospitalization for 


their injuries. Twenty-five to 30 
other persons received minor in- 
juries. 

An estimated $250,000 damage 
was done to the physical plant, 
with 80 per cent of the damage 
centered in a new 200-bed in- 
firmary. Much damage was also 
done to windows, furniture, and 
interior walls in other buildings. 

@ Blizzards in a number of mid- 
western states at the end of March 
and beginning of April caused hos- 
pitals to adopt emergency measures 
so as to be able to continue serving 
their communities. 


Colorado—At St. Joseph Hospital, 
Cheyenne Wells, no damage was 
done, but seven persons were 


Sanatorium. Twenty- 
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stranded for approximately three 
days. Perishable foods ran low and 
the kitchen staff had to bake a 
three-day supply of bread. 

Power failed in Colorado Springs 
and the city was completely snow- 
bound. Memorial Hospital put the 
medical section of its civil defense 
program into operation and stand- 
by teams of nurses and physi- 
cians remained at the hospital for 
all shifts throughout the blizzard. 
Similar measures were taken at 
St. Francis Hospital and at Glock- 
ner-Penrose. 

In Denver, Colorado General 
Hospital and Denver General Hos- 
pital sent approximately 2,100 em- 
ployees home on April 2 so they 
would not be trapped by the bliz- 
zard. 

Pueblo State Hospital and Park- 
view Episcopal Hospital, both 
Pueblo, were without electrical 
power for approximately 15 hours. 
Pueblo State had approximately 
5,600 patients when the storm be- 
gan. Emergency measures to heat 
Corwin and St. Mary Hospitals 
were put into effect. 

Kansas—Fifteen-bed Meade Dis- 
trict Hospital, Meade, became the 


headquarters for treating approxi- 


mately 75 of 250 persons stranded 
on an eastbound train whose path 
was blocked by snowdrifts. Most 
of those requiring medical aid were 
taken care of in a nearby gym- 
nasium. Four persons required hos- 
pitalization because of asthmatic 
conditions complicated by expo- 
sure. Two doctors were available 
in the area at the time. Train pas- 
sengers and the railroad contrib- 
uted $2,700 to the hospital for its 
assistance. 

Oklahoma-—Employees of Cimar- 
ron County Hospital, Boise City, 
were unable to report for duty 
on the evening of March 23 because 
of the blizzard’s intensity. The 20- 
bed hospital was filled to capacity 
and was kept in operation for 53 
hours by one nursing shift and 
kitchen and housekeeping staffs. 
No doctors were in the hospital, 
but telephone contact was main- 
tained with a Boise City physician. 
A stand-by power unit provided 
electricity when the regular source 
of current was cut off for 14 hours. 

At Guymon Municipal Hospital, 
Guymon, two shifts of nurses kept 
the hospital operating for 55 hours. 


None of the kitchen, laundry, or 
housekeeping help was on duty 
when the storm hit. , 
The staff at Beaver County 
Memorial Hospital, Beaver, was 
alerted to the storm danger and 
was in readiness with a stand-by 
power unit and extra food supplies. 
The storm was not as severe in 
Beaver as in Boise City or Guymon, 
C. L. Johnson, administrator of the 
Beaver hospital stated. He reported 
that plans for a similar emergency 
are being drawn by the three hos- 
pitals. 
Texas—Coon Memorial Hospital, 


Dalhart, put its emergency plan 


into effect at the beginning of the 
storm. Hospital employees had to 
double up on the work load since 
several of the hospital’s workers 
were not able to get to work be- 
cause of the snow. The four-story 
hospital was without elevator serv- 
ice for nine hours and suffered 
from intermittent power failures; 
an emergency power unit was put 
to use so that the hospital was. 
without lights only briefly. | 

@® For a report on the recent 
earthquakes in San Francisco see 
p.: 121. 


atrics wards. 
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RECOVERY ROOM SUCTION MACHINE 


PS 600 | 


This machine has been developed to fill a definite 
need for suction in hospital recovery rooms and pedi- 


It has two separate independent suctions that can be | 
used on two patients at the same time. Zero to 22 
inches mercury vacuum. Large air displacement. No 
overflow troubles—no noise. 


All Stainless Steel Case 
30 DAYS FREE TRIAL IN YOUR HOSPITAL 


Price: $400.00 


Delivered to Your Hospital 


HOSPITAL EQUIPMENT MFG. CO. 


3007 Southwest Drive 
‘Los Angeles 43, Calif. 
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FOOD SERVICE SYSTEN 
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REVOLUTIONARY! 


A striking advance in design and construction, 

this completely integrated food transport system 

is the result of over two years of Laboratory research 
and field testing by Aloe engineers in cooperation 
with a leading member of the Food Facilities 
Engineering Society. 


This is not just an improvement of an old method but 
a completely new concept of food service which enables 
hospitals to serve better, tastier food at less cost 


per patient meal. 


get the whole story... 


Send today for our illustrated brochure and full information 
on the Aloe 3-Point Food Service System. See for yourself 
how this outstanding program can be put to work for you. 


Food Service Division 
Dept. No. 101 

A. S. Aloe Company 
1831 Olive Street 
St. Louis, Missouri 


Send full information on your 3-Point Food Service System. 


NAME 


TITLE 


INSTITUTION 


CITY STATE 


/€ 
STEM 


ALOE 
[5 point 
4 


FOOD 
SERVICE 
SYSTEM 
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_ This unique service coordinates... 


1. Rapid and 
efficient delivery of 
both hot and cold foods 
at their proper 
serving temperatures. 


a 2. Effective, 
@¢onomical provision 
for the delayed meal 
and those 
unavoidable between-meal 
requirements. 


| 3. Sanitary return of 
soiled trays and dishes 


in separate conveyors, 
avoiding soiling and 
contamination of the 
fresh food carrier. 


a. s- aloe company 


subsidiaries 
_ 1831 Olive Street 


St. Louis, Missouri 


14 fully-stocked divisions coast-to-coast 
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Careers that count 


Does the American Hospital Associa- 
tion have any new materials on hos- 
pital careers for use during National 


Hospital Week? 


The Association has prepared 
several new public relations aids 
on hospital careers for use during 
National Hospital Week—May 12- 
18—and throughout the year. 

The new film short Careers 
That Count, the theme of National 
Hospital Week, can be used by 
movie theaters and television sta- 
tions. It is also excellent for use 
in school assembly programs on 
hospital careers and for the gen- 
eral public in various community 
programs. This film is available in 
20-second and 60-second lengths 
in 16 mm. for television. The 60- 
second film is also available in 
35 mm. for theater showing. Taken 
in a hospital, the film shows a 
variety of hospital careers, includ- 


ing the administrator, ~medical 
record librarian, nurse, occupa- 
tional therapist, enginéer and 


laboratory technician. The National 
-Hospital Week message at the end 
can easily be cut so that the film 
can be used throughout the year. 
Prices are: 60-second, 16 mm., 
$7.50; 20-second, 16 mm., $5; 60- 
second, 35 mm., $9: all three at one 
special price, $17.50. 

Especially designed for young 
people is a new four-color, eight- 
page cartoon book, Join Us in a 
Hospital Career... This book tells 
the story of a star baseball player 
injured in a high school game. 
While hospitalized for a minor 
operation, he discovers the many 
career workers necessary to staff 
the hospital and care for the pa- 
tients. Quantity prices are: 1-499 
copies, $8 per 100; 500-999 copies, 
$7 per 100; 1,000 or more copies, 
$6 per 100. ; 

Another new career booklet, 
Careers That Count, lists the vari- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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ftom 


ous hospital occupations under the 
general headings of administra- 
tion, professional service and plant 
operation. The booklet is illus- 
trated and includes an -introduc- 
tion. on the importance of hospi- 


tal careers, the increasing number 
of hospital employees and the 
many different job classifications 
within a hospital. Quantity prices 
are: 1-499 copies, $6 per 100; 500- 
999 copies, $5.10 per 100; 1,000 or 


FOR 


COMPLETE 


modern hospitals use 


Photo courtesy Abington 
Memorial Hospital, Pa. 


wheel stretchers 


ss recovery room 


Easy to handle . . . protects the patient! 


Gendron’s Model 868, recovery 
room wheel stretcher is specially 
designed to fulfill the necessary 
requirements of all hospital re- 
covery rooms...EFFICIENTLY 
AND AT LOW COST! The Gen- 
dron 868 comes with many extras 


as STANDARD EQUIPMENT 
. with a complete line of acces- 
sories to accomplish specific re- 
covery room functions. 
See your hospital dealer or write 
today for further information and 
catalog. 


Model 868, Also Available With Stainless Steel Finish. 


heel 


PERRYSBURG, OHIO 
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more copies, $4.50 per 100. 

We believe you will find these 
new public relations materials es- 
pecially helpful during National 
Hospital Week and throughout the 
entire yvear.—DANIEL S. SCHECHTER 


Junior ‘volunteers’ 


We are anxious to begin a program 
for junior volunteers. We intend to 


ask high school students to help with — 


some direct service to patients, after 
the students have received sufficient 
training by the hospital staff. 

We understand that some hospitals 


pay the students for their volunteer 
work, Is this the usual procedure? 


We can state most emphatically 
that the word volunteer is not ap- 
plicable in any instance where the 
student receives pay for his or her 
services. If these high school stu- 
dents are to be paid, they imme- 
diately become personnel, either 
part-time or full-time (as in sum- 
mer vacation services). 

The definition of the volunteer 
is one who serves the _ hospital 
without salary. As soon, therefore, 
as the matter of monetary reim- 


Hospital exceeds fund goal 


by 77% 


THE BLACKFORD COUNTY HOSPITAL, Hartford City, 
Indiana, had served the sick and the handicapped for thirty- 
six years. In 1956 the Hospital admitted more than six times 
the number admitted in 1926. But this year citizens of the 
county realized something had to be done to ease the strain. 
And so they formed a “Committee of the Expansion of the 
Blackford County Hospital,’’ named manufacturing executive 
David Hartman as its chairman, and called for the professional 
direction of Ketchum, Inc. The goal set for the expansion and 
remodeling program was $110,000, but when final reports 
came in $195,000 had been raised. If your hospital contem- 
plates a building fund campaign, we will be glad to discuss 
it with your board. As always, our policy is consultation 


without obligation. 


MEMBER 


A HALLMARK OF 
ETWICAL FUND-RAISING 
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KETCHUM, INC. 


Campaign Direction + Public Relations 
CHAMBER OF GOMMERCE BUILDING 
PITTSBURGH Ig, PA. | 


$00 FIFTH AVENUE, NEW YORK 36, NEW YORK 
JOHNSTON BUILDING, CHARLOTTE 2, NORTH CAROLINA 


bursement for service enters the 
picture, the word volunteer must 
be replaced. 

The paid students may be given 
a distinctive name, indicating their 
junior status but their separateness 
from the junior or teenage volun- 
teer group.—PATRICIA SUSSMANN 


Cycle menu 


We are finding your new cycle 
menus to be very helpful. We would 
like to know if there is a cook book 
available containing these recipes. 

We have also been receiving menu 
blanks from the AHA for the old 
Master Menu and would like to know 
if you still furnish blanks for the 
new menus. 


Weare indeed happy that you 
are finding the cycle menu valu- 
able. 

We are not planning to use a 
particular cook book in prepara- 
tion of the food on the menus. 
Since the menus are obtained from 
different sections of the country, 
it would be impossible to use the 
same cook book. 

At the present time we are not 
printing the menu blanks and sug- 
gest that you have them printed 
in your own locality. The sample 
menu given in the January 1 issue 
of the Journal is a very simple one 
and one that most hospitals have 


found satisfactory.—RUTH M. KAHN 


The hospital audit 


We should like something to assist 
us in understanding what our public 
auditors are concerned with in the 
audit which they perform. We feel we 
would be in a better position to help 
them if we knew more about audit 
procedures and internal control. 


The American Institute of Ac- 
countants has published a pam- 
phlet entitled: Case Studies in Au- 
diting Procedure; A Hospital. This 
pamphlet is number 11 in a 
complete series which have been 
published to date. It gives a very 
thorough discussion of procedures 
recommended in auditing a hos- 
pital and suggestions on means of 
internal control. This study was 
reviewed in the January 16 issue 
of this Journal. 

The pamphlet can be purchased 
directly from the American Insti- 
tute of Accountants, 270 Madison 
Avenue, New York, 16, N. Y. The 
price is 50 cents.—ELTON TEKOLSTE 
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DISHMACHINE 
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Any make, model or size dishmachine can be 
equipped for automatic drying with Economics 
Laboratory’s new, low-cost rinse injector, 

“The Drymaster.” So compact it fits anywhere. 
So low in price, every dishroom can afford it. 


21¢ a day installs your “Drymaster.” And you can 
forget about maintenance! It’s guaranteed, 
built with watch-like precision. No electricity. 

No gadgets. 


aed 


With a “Drymaster,” dishes come dry, gleaming 
and spotless—right from your dishmachine. 
Proved in thousands of dishrooms, the 
“Drymaster” can cut costs by as much as 25%! 
Get the whole story today by calling the 


SOILAX sales office listed in your phone book. 
Be sure and see the new film, “How Clean 
Is Clean,” at the National Restaurant Show. 


%Covers basic unit price 


ECONOMICS LABORATORY, INC. 


In Canada, Economics Laboratory (Canada) limited 


General Offices: Guardian Bidg., St. Paul, Minn. 
Executive, Sales, and Advtg. offices: 250 Park Avenue, New York 17, N.Y. 
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Field’s solution for saving room space 


Today’s crowded hospital rooms demand a new for the patient’s clothes and other possessions in 
furnishing approach. And Field’s, ever alert to 3 ample drawers, and at the same time offers the 
hospital requirements, has the perfect solution—a _ — convenience of a bedside cabinet—all in one com- 
bedside chest that eliminates the need foradresser _—__ pact unit. And just look at all these outstanding 
in hospital rooms. features Field’s designed into it: | 


This new Field’s bedside chest provides space 


@ A bedside height of either 30” or 
33”, a depth of 19%” and a width of 
24”—a size that easily fits in place of 
the bedside cabinet. 7 
e A large Formica covered top sur- 
face (much larger than those on con- 
ventional cabinets) easily accommo- 
dates telephone, radio, water—every- 
thing a patient wants close at hand. 
e A sturdy sliding shelf—also For- 
mica-covered—has metal glides for 
easy, quiet operation when the doctor 
or nurse needs a clear, level place for 
equipment or instruments. 

@ A push-in cylinder lock that makes 
the top drawer a safe place for the 
patient’s valuables. 


e The roomy center drawer accom- 
modates patient’s clothing—a whole 
suitcase full. 


e The large bottom drawer is venti- 
lated and can be used for utensils. 


e No hardware—no protruding. 
drawer pulls to catch on uniforms, 
wheelchairs. 


e Finest cabinet work of birch with 
sycamore drawer interiors. 


e@ Formica and wood surfaces in Har- 
vest tone color—all surfaces resistant 
to fingernail polish remover and alco- 
hol. Other colors available. 


e Sturdy turned legs with brass fer- 
rules permit easy floor maintenance. 


For more information, write us, or visit our showrooms in the Merchandise Mart. 


MARSHALL FIELD & COMPANY - CONTRACT DIVISION 


MERCHANDISE MART + CHICAGO 54, ILLINOIS + WHITEHALL 4-1991 
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— Ophthalmic Medication 
PRECEDENT - SETTING INNOVATION 


Single Dose Disposable 
| Unit with Sterile 
Outer Surfaces 


5 


rarer | Lhe Ultimate In Safety and Convenience 


Pending 


1 Drop-Tainer® Steri-Units* may be stored 

under ordinary conditions and handled 
freely prior to opening the outer vial without 
danger of contaminating the sterile surface of 
the enclosed Drop-Tainer®. 


Sterile Aqueous Solutions 
pH and tonicity adjusted 


Atropine Sulfate 1% 2 The cellulose one 
. removed together by pulling with a slight 
Atropine Sulfate 0.5% twist. Care should be exercised so that the 
ee ‘ fingers do not brush across the open mouth 
Eserine Salicylate 0.5% of the vial. The Drop-Tainer® may then be 
; allowed to fall upon the sterile instrument 
Fluorescein Sod. 2% > tray by inverting the vial. 
Homatropine HBr 5% 
3 surface of the Drop- 
Pilocarpine HCI 2% ainer®, as well as its content, is sterile 
and thus be handled by the 
: : surgeon. e cap of the Drop-Tainer® is 
Sulfacetamide Sod. 15% pars and easily unscrewed—and the specially 
MCI 6.8% tip needs no puncturing 


Gentle pressure on the sides of the Drop- 


a Tainer® will empty its contents in uniform 


Sterile Saline (15cc) drops; or, rapid squeezing will produce a 
stream which is sometimes desirable. 


In Boxes of: Ten 
Economically Priced 


Now Available From Your Service Wholesale Druggist 


© 1987 


For Further Information, Write: 


laboratories, inc. @ p.o. box 1959 e fort worth, texas 


DT 
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NEW! Non-traumatic treatment Postnatal 


with the 


Iwoletie Ro cker/ 


ty / AIR-SHIELDS, INC 


Makers of the Isolette® infant incubator, the Croupette® cool vapor tent, the Hydrojette® mobile humidifier-aspirator, and the Jefferson Ventilator. * 


*Trademark 


A mechanical application of the 
Eve method for assisting circula- 
tion and respiration by means of: 


1. Gravitational stimulation of the 
circulation, assisting cardiac out- 
put and cerebral circulation. 


2. Gentle, passive, diaphragmatic 
excursion for mainténance of ven- 
tilation, with controlled environ- 
ment inside the IsoLETTE® 
incubator, and 


... Without resort to high oxy- 
gen concentration. 


The Rocker is intended 
for use in the nursery, to help re- 
store and maintain circulation and 
breathing in asphyxiated prema- 


ture. or full-term babies. 


To help the newborn infant “in difficulty’ 


The IsoLtetTe Rocker fits neatly inside the IsoLetre infant incubator without 
alterations or adjustments. It is pneumatically operated. There are no electrical - 
hazards. The apneic infant can now be gently rocked while surrounded by 
optimal conditions of temperature, humidity and isolation. Angle of rock adjust- 
able up to 20° above and below horizontal. Rate of rocking adjustable up to 20 
rpm. Foam rubber shoulder supports and unique diaper arrangement permit either 


prone or supine position and prevent movement of baby. Positioning rod holds 

rocker at rest and permits horizontal or Trendelenburg position of bed. Order | 

the Isoterte Rocker now, with 30-day return privilege. Phone us collect: 
ae rocked under optimal conditions of 

Osborne 5-5200. Air-Shields, Inc., Hatboro, Pa, temperature, humidity and isolation. 
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America’s finest 


and most complete 
line of guaranteed* 


AUDIOMETRIC 
EXAMINATION 


ROOMS 
engineered and designed 
for hospital use! 


IAC’s Clinical Audiometric 

| gesaranteed performance made 
Poecible by the hundreds 
installations of [AC 


now being used for: 


Examination 


e Béaring Aid Fitting 


CAN YOU BEAT IT? 


| Medical Research 
A GENUINE ‘‘WHIRLWIND”’ HEAVY-DUTY PUMP | 


® Psychophysical testing 
® Neurological research 
® Research of Heart Sounds 
Wherever you need suction or pressure in the hospital, you ea 
need this little giant. Built for rugged, continuous duty in and Auscu tation 
nursing service. Extremely quiet for use in wards or multiple- Se 
bed rooms. 30-lb. pressure, 27” vacuum. Complete with regu- 
lators, gauges, automatic oiler, safety trap for liquids, thermal — 
cutoff, filter, muffler, stand, 1-gallon receiver bottle with <— 
separable connectors, electric cord with line switch, Williams 
suction tubes, rubber tubing. 


The stand has stainless steel top and shelf, a drawer for acces- 
sories, four swivel casters. 


GUARANTEED FOR 3 YEARS ga ay 
Portable only, $79.50 Audiometric are 
Complete, illustrated circular on Whirlwind pumps and ac- must for your 


cessories upon request. and complete ree 


Guaranteed for three years against mechanical failure. In event 
of breakdown, you pay only for parts. 


AVAILABLE ONLY AT 


Industrial Acoustics 
Company, Inc. 

Dept. 20 

341 Jackson Avenue 
New York 54, N. Y. 


Gentlemen: 
9 Please send “10 REASONS ®W HY” and complete details 
of IAC Audiometric Examination Rooms to: 
| COMPLETE HOSPITAL SUPPLY 
609 College St. Cincinnati 2, O. Hospital - 
STORES IN CINCINNATI, DAYTON AND COLUMBUS Address 
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accreditation 


KENNETH B. BABCOCK, M.D. 


Is it possible for a 30-bed medical 
hospital to become fully accredited 
without a part-time registered phar- 
macist, registered medical records li- 
brarian and a professionally qualified 
dietitian? 


It is possible, but might prove 
very difficult, for a 30-bed medical 
hospital to become fully accredited 
without the part-time services of 
these personnel. It is very much 
preferred that a hospital utilize 
the consultant services of a phar- 
macist, medical records librarian 
and professionally qualified dieti- 
tian, to insure better supervision. 


Will the Joint Commission on Ac- 
creditation of Hospitals accept for 
accreditation a hospital that has an 
food company 


outside management 


@® accrediting smaller 
hospitals without 
part-time paramedical 
personnel 


@ food management 
companies 


resurvey of hospitals 


@ memberships for 
accreditation 


@ disposal of placentas 


prepare its diets? This company has 
a therapeutic dietitian on its staff in 
charge of the dietary department. 


Yes, most certainly. The method- 


ology of preparing good food and — 
good therapeutic diets is unimpor- | 


tant. An outside food management 
company with a therapeutic dieti- 


tian on its. staff can work with a 


hospital and do all that is neces- 
sary just the same as a consultant 
dietitian could do who might visit 
the hospital periodically. 

The medical staff and the admin- 
istration of the hospital should 
have arrangements made with the 
food management company to be 


sure that there is good supervision | 


and cooperation in the handling 
of patient’s diets. 


for better Receiving, 


Emergency and oi 


Recovery Care... 


HAUSTED 


WHEEL STRETCHERS 


HOLDER 


TO 
FOAM RUBBER ADJUSTABLE 
PAD KNEE CRUTCHES 
AND LEG HOLDER 
ARM REST 
INTRAVENOUS 
POSITION 
SIDERAILS CAN BE SHORTENED 
BY TELESCOPING THEM SO THAT 
DOCTOR HAS ACCESS TO FEET* 
fF OR HEAD OF PATIENT. + ADJUSTABLE 
- STIRRUP 
FOWLER 
ATTACHMENT 4 
(5 HEIGHT ADJUSTMENTS) [tm 
i ¥ 
FOOT OR HEAD BOARD 
T 
malaga. (FOAM RUBBER PAD WITH 
ADJUST FROM 31” to 39” REMOVABLE COVER AVAILABLE) 
(OPTIONAL) 
_ CRANK FOR 
SHOULDER STOPS Bes TRENDELENBURG 
IN STORAGE : IFT 
ARM REST 
BLANKET SHELF IN STORAGE 
AND UTILITY TRAY + 
MANUALLY OPERATED SWIVEL LOCK 
HEIGHT ADJUSTMENT ; OXYGEN TANK AND BRAKE 
CASTERS 


FROM 31" to 38” 


ADJUSTABLE 
RESTRAINING 
STRAPS 


SLIDE AND TILT a 
CRANK 


SIDE RAIL 
IN STORAGE 


The large selection of useful accessories makes Hausted Stretchers 
the ultimate in patient care. Accessories shown are available for 


and Standard models. The Hausted “‘Easy-Lift’’ exclu- 


sively has the Slide and Tilt feature permitting one small nurse to 


transfer the heaviest patient easily. 


For detailed information, write 


THE HAUSTED MANUFACTURING CO. - Medina, Ohio 
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Will hospitals now holding one-year 
or a provisional accreditation be auto- 
matically scheduled for the follow-up — 
survey, or should they request the 


recheck? 


At the time a hospital is given 
one-year or provisional accredita- 
tion, it is notified by letter, along 
with the letter of recommendations, 


that it will be automatically re- 


surveyed within a year or as soon 
as it is possible for the Joint Com- 
mission to do so. 

The only hospitals that have to 
request resurvey are those that 
have been nonaccredited. They are 
notified of this fact in the letter ac- 
companying the recommendations 
and the nonaccreditation. 


Is a certain number of member- 
ships compulsory to a hospital’s appli- 
cation for accreditation? Is a certain 
number of memberships requires at 
any time? 3 


A hospital is not required to be 
a member of the American Hospi- . 
tal Association or of any other 
organization, if it desires to be 
accredited. To be eligible for ac- 
creditation, a hospital must have: 

1. 25 or more adult beds. 

2. Be open and functioning for 
at least one year. 

3. Be listed in the Guide Issue of 
HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION. 

An exception is made for Can- 
adian hospitals, which must only 
meet the first two requirements. 


Does the Joint Commission have 
any rules and regulations concerning 
the disposal of placentas? 


No. The Commission would criti- 
cize strongly, however, a hospital 
that did not exercise ‘due care” | 
in its performance of disposing of 
placental tissues according to ap- 
proved methods of cleanliness and 
sanitation in accordance with local 
laws. 

Lately the Commission has found 
that several hospitals are putting 
their placentas through a special 
garbage disposal machine or unit. 
The hospital should check with its 
local health authorities before pur- 
chasing a unit for that purpose. 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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Curity adhesive is to handle 


nunded: With just a 
cents pull, new Curity adhesive unwinds clear 
‘to the end of the roll—no wastage! It’s easy 
to tear, too, even though it’s up to ike 
stronger then USP requirements. - 


fr Won't tangle 


when you handle it, because new Curity ad- 
hesive has proper body. And it sticks and 
stays stuck—resists loosening by drainage, 


perspiration... even a shower bath. 


| 

pu 


Easy to off clean,. with no 
sticky mass left on skin. Kind to skin—you 


can't put a less irritating adhesive on a patient. — 


BLACK) 


.and it really sticks 


...Division of The Kendall Company 
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OXYGEN TENT crib adaptor (above), used in the pediatric wards at Michael 
Reese Hospital, Chicago, ensures the child’s staying in the crib and inside the 
canopy although the crib side is down. A stainless steel rod (1), which is 
designed to span the length or width of the crib, is equipped with clamps which 
are fastened to the head and foot of the crib. Canvas belt (2) holds the control 
unit (3) firmly to the lowered side rail of the crib. After the tent canopy is 
placed in position, the transparent ‘‘shields’’ (4) are hung from the extension 
rod, one on each side of the tent canopy, being careful to insert the bottoms of 
the ‘‘shields’’ between the top of the lowered side rail and the bed spring. 


Oxygen tent adaptor ensures child staying in crib 


A basic rule in children’s wards 
is never to leave a child unattended 
when the crib side is down. On the 
other hand most oxygen tents can’t 
be set up to service a child in a 
crib unless the crib side is down. 
At Michael Reese Hospital, Chica- 
go, we believe we have found a 
method that makes it safe to use 


almost any oxygen tent with the | 


crib side down, thereby eliminating 
the need for a nurse or “sitter’’ 
to be in constant attendance. 

The hospital’s engineering shop 
has fabricated a stainless steel] tel- 
escoping rod, which can be short- 
ened to 50 inches or extended to 
76 inches. The ends of the rod are 
fitted with felt-lined, square, “‘C” 
clamps, Which can be fastened, by 
take-up knobs, to the head and 
foot of the crib—with the telescop- 
ing rod then spanning the length 
of the crib. Our cribs are of stand- 
ard size, approximately 30 by 72 
inches. 
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The brace shop made a belt of 
canvas webbing, 2 inches wide and 
12 feet long, and equipped it with 
two slide-and-hook buckles. Sev- 
eral “shields” of one-quarter inch 
thick transparent material were 
made and equipped with a pair of 
spring steel “hanging clips” at the 
top of each. “‘Shields’”’ measure 12 
by 29 inches, 20 by 29 inches, and 
34 by 29 inches. The clip “loops”’ 
were made large enough to enable 
the “shields” to be hung from the 
telescoping rod, when the latter 
was mounted near the edge of the 
bed. 

In operation, the side rail of the 


crib is lowered; the extension rod. 


mounted securely in position, and 
the tent rolled up to the lowered 
side rail at the side of the crib. 
The belt is laced through the bars 
of the lowered side rail and around 
the tent to hold it snugly to the 


side of the crib. The tent canopy is- 


then placed in position and tucked 


under the mattress in accordance 
with standard procedure. The last 
step is to hang the shields from 
the extension rod, one on either 
side of the tent, being careful to 
insert the bottoms of the shields 
between the top of the lowered 
side rail and the bed spring. 

This arrangement ensures the 
patient’s staying in the crib and 
inside the canopy even when the 
crib side is down; the two “shields” 


and the tent simply take the place 


of the side rail.. Because of varying 
room arrangements, it is sometimes 
expedient to place the tent at the 
head- or foot-end of the crib side. 
In this case, the ‘‘shields”’ are sim- 
ply hung side by side, rather than 
flanking the tent, and it works 
equally well. Although plywood or 
fiberboard “‘shields’’ would function 


satisfactorily, “shields” of trans- 


parent material are regarded as 
more satisfactory, because it makes 
it easier for nurses to observe the 
patient. 

The total cost of the extension 
bar, “shields”? and belt is approxi- 
mately $45, of which $25 is for 
materials and $20 for labor—a 
good deal less than the cost of 
an additional ‘‘special’” tent. 
—WILLIAM J. SILVERMAN, associate - 
director, Michael Reese Hospital, 


Chicago. 


Cavaleade builds medical, 
hospital, public relations 


Recognizing the need for edu- 
cating the public on medicine and 
hospitals, many hospital and med- 
ical groups have developed pam- 
phlets, opened professional exhibits 
and “placed” informative articles 
in newspapers and magazines to 
acquaint the public with proper 
hospital and medical procedures. 

Recently the Kennestone Hospi- 
tal in Marietta, Ga., at the invita- 
tion of the president of the Cobb 
County Medical Society, developed 
a new approach ‘for educating the 
public. In November 1956 the hos- 
pital and society sponsored a Cav- 
aleade of Medicine in a Marietta 
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LIGHTS 8 


eee illumination for all 
obstetrical and lesser | 
surgical procedures . . . with ample 
scope for the unanticipated | 
major procedures which may be 


encountered. 


FEATURES 

@ 22” reflector gives greater shadow reduction. 
@A actectinn of light patterns accommodates 
large incision as well as minute opening surgery. 
@ Sterilizable control handle permits surgeon to 


direct his own light beam during procedures. 


@ Greater degree of illumination is provided 
by improved optical system .. . up to 6000-foot 


candles in the small pattern. 


@ Open reflector saves weight of door glass 


and is more easily kept clean. 


@ Can be supplied with Variac Control if light 


intensity regulation is desired. 


Amsco catalog number C-123 illustrates 
seven models in the new 22” series as well as 
portable, explosion-proof luminaires. 


Write for a copy. 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 
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wore to scare away sickness, a 
doctor’s building of 50 years ago, 
and the old bottles of medicine 
used in these doctors’ offices. 
-In addition to the local hospital 
and the county medical society’s 
contributions to the exhibits, many 
national health groups contributed 
interesting educational exhibits. 
Some of these groups were the 
American National Red Cross, the 
National Tuberculosis Association, 
National Foundation for Infantile 
Paralysis, American Medical Asso- 
- cjation and the National Associa- 
tion for Mental Health. P 
In view of the large attendance 
and favorable comments from those 
who participated, it is felt that the 
Cavalcade of Medicine was one of > ° - 
the finest pieces of public relations 
that has ever been done for med- 
icine and hospitals in the Marietta 


BLOOD testing center (above) was one of the most popular exhibits at the Cavalcade of 
Medicine in Marietta, Ga., last fall. More than 2,000 persons had their blood typed, 
while others stopped to hear a nurse (below) explain the use of surgical instruments. 


auditorium, where approximately 
20,000 persons viewed 45 exhibits 
during the three-day program. 

One of the biggest attractions 
was the iron lung exhibit, where 
Kennestone Hospital personnel 
were on duty to explain the oper- 
ation of the lung. One of the most 
widely discussed exhibits was the 
operating room display on the 
stage of the auditorium. Surgical 
nurses showed the proper proce- 
dures for preparing the patient for 
operation and setting up the in- 
struments. One surgeon performed 
a “mock”’ operation, while another 
surgeon explained the procedures 
to the public. | 

The obstetrics, neurosurgery, or- 
thopedics, urology, radiology, pedi- 
atrics, opthalmology, internal med- 
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icine, plastic surgery, dermatology, 
and pathology departments of Ken- 
nestone Hospital were represented 
in the exhibits. A member of the 
hospital’s medical staff was in at- 
tendance at each of these exhibits 
for the complete showing each day. 

Electrocardiograms, eye exam- 
inations, chest x-rays, hearing and 
blood typing tests were given free 
of charge to all those who asked 
for them. More than 2,250 persons 
had their blood typed and approxi- 
mately 1,000 chest x-rays were 
taken. 

Another booth featured displays 
of medical practices used 1,000, 500 
and 50 years ago in the Marietta 
area. These exhibits included such 
things as the type of mask the 
former Indian residents of the area 


area. If other hospitals would like . 
to undertake a similar project, our 
experience has taught us the need 
for: 

1. Complete support of the hos- 


pital. Many of the exhibits will 


require hospital equipment, facili- 
ties and personnel. 

2. Support of the majority of the 
members of the local medical so- 
ciety. Doctors will have to plan 
to man some of the exhibits, to 
make speeches, to attend several 
planning meetings, and to lose 
some time from their. practice. 

3. Full cooperation of the med- 
ical and hospital auxiliaries. These 
groups are invaluable in coordinat- 
ing personnel and schools, pub- 
licity, mailing and distribution, and 
for manning some exhibits. 

4. Support of newspapers, radio 
and television stations, schools, 
Chamber of Commerce, etc. 

5. Sponsoring groups to plan 
many of the exhibits themselves. 
Many of the best exhibits and the 
most popular ones at the Marietta 
cavalcade were the blood testing 
center, operating room, pathology, 
plastic surgery, neurosurgery and 
history of medical practices. 

6. Allowing at least eight months 
for planning the program. 

7. Seeking contributions or rent- 
ing exhibit space to ethical phar- 
maceutical houses to finance the 
project. 

8. Anticipating big crowds and 
a big success.—MILLARD L. WEAR, 
administrator, Kennestone Hospi- 
tal, Marietta, Ga. 
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| When quiet prevails in a hospital, everyone benefits. In many of 

) . the country’s hospitals, such as the Indianapolis Community 

| + Hospital, sound-absorbing ceilings of Acousti-Celotex Tile bring 

New or quiet comfort to all areas . . . speeding patient convalescence, raising 


personnel efficiency and morale. Acousti-Celotex Sound Condition- 


Hospital Q 


ing checks noise effectively in corridors, lobbies, kitchens, utility 


| 
-Z effect | | 
viet one rooms, wards, nurseries, operating and delivery rooms. Mail 
rer Coupon Today for a /ree analysis of the noise problem in your 
hospital, plus free booklet. 


REGISTERED U.S. PAT. OFF. 


ound, 


Products to Meet Every Sound Conditioning Problem... Every Building Code—The Celotex Corporation, 
120 S. LaSalle St., Chicago 3, Illinois © In Canada: Dominion Sound Equipments, Ltd., Montreal, Quebec 


Delivery room of the Indianapolis Community Hospital, 
Indianapolis, Indiana, showing ceiling of Acousti- 
Celotex Random* Pattern Perforated Mineral Fiber 
Sound Conditioning Tile. Architect: Daggett, Naegele & 
Daggett. Acousti-Celotex Contractor: Hugh J. Baker & Co. 


The Celotex Corporation, Dept. F-47 
120 South La Salle Street, Chicago 3, Illinois 


Without cost or obligation, please send me the Acousti- 
Celotex Sound Conditioning Survey Chart, and your book- 
let, “The Quiet Hospital.” 


Name Title 


Hospital 


Address 
City 


| 
@ 
Zone State 


“Mediatric”’ will help make the “senior” years 
more pleasant and enjoyable. 


“Mediatric” is specially formulated to counteract the adverse influence of declining gonadal 
function, nutritional inadequacy and emotional instability. 


“Mediatric” contains estrogen and androgen in amounts that will effectively supplement 
reduced gonadal hormone production; nutritional supplements carefully selected to meet 
the needs of the patient; and a mild antidepressant to promote a brighter mental outlook. 
Available in tablets, capsules, and liquid. 


“MEDIATRIC;’ 


Steroid-Nutritional Compound 


IN PREVENTIVE GERIATRICS 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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Exclusive Latex Formula 
Means More Sterilizations 
... Lower Glove Cost 


The superiority of PIONEER’s Latex Formula in use is familiar 
only to those hospitals that use the PIONEER line. To 
them the hidden difference has become visible via more 
sterilizations and lower glove cost. Specify Rollprufs or any of 
PIONEER’s other glove styles, and see the difference in performance 


developed by PIONEER during 38 years of surgical glove research. s ; 
Available from leading Surgical Supply Houses. the oll i, that 
shortens the life of 
many tubber products. 


349 Tiffin Road *« Willard, Ohio 
Pioneers in Hand Protection for over 35 Years 
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BEROCCA-C 
Their stamp of approval is on 


when important vitamin B factors and C 


must be administered parenterally 


The Physician 


I like Berocca-C becauseeee 

its balanced formula of five 
important B vitamins and C 

is designed to meet my patients’ 
needs. It is not top-heavy 
with one vitamin at the 

expense of another; and there 


is Berocca-C 500, too, when 
extra C is required. 


The Nurse 


I like Berocca-C becauseee. 
it's so easy to administer. 
it mixes nicely with most 
parenteral nutritional 
Tluids. 


The Pharmacist 


I like Berocca-C because... 
it's a cinch to fill the 
Rxe Saves my time; no 
mixing or diluting needed. 
Comes in easy-to-handle, 
conveniently dispensed 
ampuls or vials. | 


Hoffmann - La Roche Inc Nutley 10 . N.J. 
Order direct from 'Roche' at hospital prices | 
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editorial notes 


—administrative reviews 


The 1956 annual administrative 
reviews are included on pages 83- 
113 of this issue. These reviews 
were formerly in. Part 2 of the 
Guide Issue of this Journal. 

These reviews provide concise, 
complete summaries of major de- 
velopments and activities in the 
following 15 important areas of 
. hospital operation: accounting and 
financial management, accredita- 
tion, auxiliaries and _ volunteer 
service, disaster planning, food 
service and dietetics, housekeeping, 
laundry, medical records, nursing 
education, nursing service, person- 
nel, pharmacy, purchasing, reim- 
bursement and safety. 

It is hoped that the earlier pub- 
lication of these reviews will in- 
crease their usefulness to the field. 


—careers that count 


National Hospital Week, May 12 
to 18, is less than a month away. 
Hospital Week affords all of us a 
unique opportunity to call hospi- 
tals to public attention. This year’s 
theme, “Careers That Count,” 
makes an effective community re- 
lations program of particular im- 
portance. We all know how urgent 
is the need to attract more young 
people to hospital careers, and to 
inform them of the varied oppor- 
tunities and occupations offered by 
the hospital of today. 

You will find many aids for the 
promotion of National Hospital 
Week in the kits sent from head- 
quarters. However, the success of 
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National Hospital Week in each 
community will be measured by 
the efforts of each administrator, 
department head, staff and auxil- 


lary member to organize a program. 
which suits the individual commu- 


nity. It is hoped that every admin- 
istrator will make his community 
hospital career conscious during 
National Hospital Week, and in- 
deed during the entire year. 


—hear! hear! 


In a delightful essay on hospi- 
tal cost accounting, the distin- 
guished London journal, Lancet, 
comes up with a suggestion for a 
new committee, a field which we 
thought had been solidly pre- 
empted by our committee-con- 
scious citizens on this side of the 
Atlantic. 

The Lancet suggests that a “‘val- 
ue for money” committee be added 
to our growing list, concluding a 
discussion of a hospital cost ac- 
counting study in Birmingham by 
saying: 

“It. is one thing to judge effi- 
ciency by cost indexes; it is an- 


other to see the convalescent pa- 


tient turning her head away from 
a dollop of institutional dinner. The 
dinner is part of a [food] service 
which is laudably economical in 


- its cost per patient per week, but 


is a failure in terms of value for 
money—because much of the food 
produced is unpalatable and there- 
fore uneaten. Where the 
punched-card routine does this fact 
emerge? 


‘Perhaps in our hospitals we. 


need, in addition to costing, ‘value- 
for-money’ committees to scrutin- 
ize the quality of each service in 
relation to its cost.” 


—poliomyelitis prerention 


Large segments of the public 
have yet to be vaccinated for pro- 
tection against poliomyelitis. This 
need not be. The American Medical 
Association has stated that Salk. 
poliomyelitis vaccine is both safe 
and effective and has encouraged 
everyone—particularly those under 
40—to be vaccinated. 

Hospitals have an obligation in 
this important effort. The fulfill- 
ment of this obligation could well 
begin with a program for vaccinat- 
ing personnel within the hospital. 
The Board of Trustees of the 
American Hospital Association has 
suggested to member hospitals that 
they: 

1. Urge personnel to protect 
themselves and their families 
against paralytic poliomyelitis by 
taking all three vaccine injections, 


properly spaced; 


2. Encourage others in the com- 
munity to take the vaccine and 
give them confidence in its effec- 
tiveness; 

3. Urge personnel to volunteer 
their services, insofar as possible, 
to promote the immunization of the 
residents of their communities; and 

4. Cooperate with the local press, 
the county medical society, and/or 
the local chapter of the National 
Foundation for Infantile Paralysis 
in telling the community of their 
approval. 
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OUTPATIENT clinics in Indian 
hospitals are invariably busy 
during clinic hours. These 
are Navajos at the Fort De- 
fiance, Ariz., Medical Center. 


rs A REMOTE Indian settlement 
in the Southwest, still known 
by the name it bore as a frontier 
army post, a modest, time-worn 
structure stands. as a friendly land- 
mark to some 3,700 men, women, 
and children who can reach its 
doors over the primitive roads of 
their mountain homeland. Some of 
these people were born in this 
weathered building. Over the 
years, here, also, many have died. 
But more commonly, when illness 
strikes, people come here—fre- 
quently on foot or in wagons— 
and return soon to their families 
with health restored. This is their 
hospital. This is the place of the 
“white man’s medicine.” 

There are 41 beds in this hos- 
pital, which is typical of the hos- 
pitals transferred on July 1, 1955, 
from the Bureau of Indian Affairs 
to the Public Health Service and 
operated by the Division of Indian 
Health. On an annual average, 
three-fourths of these -beds are 
filled. This heavy patient load, to- 
gether with 40 or 50 patients who 
are treated in the overcrowded 
outpatient department, makes it a 
busy day for the two—and at times 
three—physicians and other mem- 


of Indian Health, Public Health Service. 
Department of Health, Education, and 
Welfare. 
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Beneficiaries of the Indian health 
program comprise approximately 315,- 
000 persons: in the United States and 
some 35.000 Alaska Natives in that 
northernmost territory. In the 56 hos- 
pitals operated by the Division of In- 


dian Health of the Public Health Servy- 


ice, doctors not only provide medical 


care, but also teach hygienic practices. 
In turn, their Indian patients have 
developed confidence in modern med- 
icine. The tribal medicine man is a 
collaborator in promoting 
acceptance of modern medical and 
hospital care. Yet there are. serious 
obstacles: thinly spread populations, 
poor communication and transporta- 


welcome 


tion, lack of health facilities, a disease 
rate higher than that of the general 


population, and widespread poverty. 
These factors, coupled with a serious 
cultural barrier that lan- 
guage difficulties and a lack of under- 
standing of the causes of preventable 
diseases, make providing health servy- 


embraces 


ices to Indian citizens a challenging 


endeavor. Until at some future date 
the federal supervision of Indians _ is 
terminated, the PHS will continue to 
fill the needs for community hospital, 
local health department, and family 
doctor.. 


bers of the staff, especially since 
there are usually some nursing 
vacancies. 

The doctors here will tell you 
that they practice comprehensive 
medicine in this rather unusual 
setting. Reflecting the morbidity 


, 


load of the general population of 


a half century ago, the Indian 
pathology spectrum is unusually 
broad, in sharp contrast to that of 
the general population. 


BIRTH RATE HIGHER 


The birth rate among the Indian 
population is about one anda half 
times that in the non-Indian popu- 
lation. Death rates for tuberculosis 
and other preventable diseases are 
considerably higher among Indians 
than among the United States pop- 
ulation as a whole. More than 
one-half of the Indian population 
is under 20 years of age: These 
factors — high birth rates, early 
deaths, and high communicable 
disease rates, especially among 
children—produce a relatively high 
hospital load in tuberculosis, pneu- 
monia, influenza, infant diarrhea, 
and enteritis. These, in addition to 


the usual general hospital type of 


case, afford a wealth of varied ex- 
perience to the medical officers. 
The doctors have come to know 
their Indian patients—to appreci- 
ate their abilities, respect their cul- 
tural traditions, understand their 
needs, make themselves under- 
stood. While providing medical 
care, they also teach hygienic prac- 
tices. In turn, their Indian patients 
have developed confidence in mod- 
ern medicine. To a large extent, 
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Medicine men and preventive medicine 


both play a part in 


guarding the health 


our Indian citizens 


by JAMES R. SHAW, M.D. 


this confidence is a reflection of 
the many ways in which the hos- 
pital has adapted its procedures 
and services to the Indian way of 
life. Here, for example, the Indians 
will find some of their own people, 
who can speak the native language 
and who will translate for them. 
To this hospital the whole family 
of a patient may come to give the 
moral and spiritual support that is 
vital to an Indian who is ill. The 
medicine man, respected tribal re- 
ligious leader and practitioner of 


ancient healing arts, is a welcome 


collaborator in promoting accept- 
ance of modern medical and hos- 
pital care. | 
The medical officer in charge— 
“MOC” in the parlance of the PHS 
— has many concerns that are 
unique in the Indian health pro- 
gram. He is keenly aware of the 
necessity for taking advantage of 
every possible opportunity to in- 
crease preventive health services, 
and he is paying close attention to 


health education provided by his. 


entire hospital staff. An unusual 
incidence of probable waterborne 
disease has focused his attention 
on sources of water being used by 
the families of some of his patients, 
and he is communicating his find- 
ings to the area sanitary engineer. 

He has learned of unhealthful 
conditions in the tribal jail, and is 
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arranging to meet with reservation 
and tribal officials to help bring 
about corrective measures. He is 
checking on a health problem in a 
nearby Indian school, and he is 
seeking ways in which to smooth 
out some of the conflicts between 
the cultures in the adjacent white 
community. These typify the day- 
to-day problems of the Indian hos- 
pital MOC which are above and 
beyond the medical and adminis- 
trative responsibilities which at- 
tend his institutional duties. 


NOT A MODERN HOSPITAL 


This is not.a modern hospital by 
today’s standards. The building it- 
self is old and outmoded. It bears 
scars left by years when there was 
not enough money available for 
proper maintenance—broken plas- 
ter, faded paint, worn floors, old 
plumbing. The wiring is overloaded. 
There is no intercommunication 
system. There are not enough bath- 
rooms. The outpatient department 
is cramped. Storage, office, and rec- 
ord space is insufficient. Much of 
the medical equipment is quite old. 

But improvement is coming. In 
1955, Congress requested that a 
survey be made and a report sub- 
mitted “setting forth the most 
pressing needs for alterations, re- 
pairs, replacements, or additions 
to hospitals, other health facilities, 


and housing used in connection 
with Indian health activities.’ The 
MOC and his staff took part in a 
thorough inspection of the entire 
physical plant, including the hous- 
ing for hospital personnel. With. a 
team of experts organized at a 
higher administrative level, they 
examined each deficiency and de- 
termined what was needed for its 
correction. This information was 
incorporated in a preliminary re- 
port submitted to Congress in No- 
vember 1955. 

The MOC now. has reason for 
hoping that there soon will be a 
new or renovated hospital better 
able to meet the mounting needs 
of a growing population that is 
becoming increasingly health con- 
scious. In spite of its physical short- 
comings, however, the hospital is 
clean, well managed, and friendly. 
Its staffing is being improved to 
provide better standards of service 
than ever before in its long history. 

This hospital is not an iso- 
lated, wholly self-sufficient facility. 
Rather, it is a unit of an integrated 
hospital system organized to pro- 
vide the best possible medical serv- 
ices within the resources of the 
Indian health program. Supervision 
and supporting services for this 
and 10 other Indian hospitals in 
the area are provided by the Indian 
health area office located in a city . 
a little over a hundred miles away. 

This office is headed by a medical 
officer who, with a staff combining 
experience both in hospital admin- 
istration and public health, has 
jurisdiction over all Indian health 


services in its geographic area. Its 


staff includes such specialists as 
sanitary engineers and consultants 
in dentistry, public health and hos- 
pital nursing, pharmacy, health 
education, medical records, soci- 
ology, medical social service, and 
nutrition. It also includes ‘the re- 
quired kinds and numbers of ad- 
ministrative personnel. These skills 
are made available to the hospital 
MOC on a comprehensive regional 
plan. 

In point of distance, some of the 
other outlying hospitals are much 
farther away from the area office 
than this one. However, a hundred 
miles can consume many hours of 
travel when that. travel must be 
over steep mountain roads or desert . 
roads, most of which are unim- 


3? 


proved. This problem has_ been 
greatly simplified by the’ use of 
light airplanes that can pick their 
way with safety between moun- 
tain peaks and land and take off 
from small landing strips that are 
relatively cheap and easy to main- 
tain. 

These mountain-hopping planes 
enable the area MOC to keep in 
closer personal touch with his far- 


flung operations, and ease the hos- 


pital MOC’s task in maintaining 
liaison with the area office. They 
are used to evacuate patients who 
need services that only a large, 
fully equipped, amply staffed hos- 
pital can provide. And occasionally 
one will fly in a specialist or drugs 
needed to meet an emergency. The 
air force once provided a helicopter 
to move a seriously injured Indian 
patient to a hospital from the bot- 
tom of the Grand Canyon—a lo- 
cality inaccessible to airplanes or 
vehicles. 

Supporting service to the out- 
lying hospitals is well illustrated 
by the operation of the pharmacy 
plan for the area. Most of the 
smaller peripheral hospitals have 
no pharmacies of their own, and 
are served by a centralized phar- 
macy located in the area’s medical 
center. This service is administered 
by the area pharmacy officer, who 
plans, supervises, and coordinates 
pharmaceutical activities for the 
area MOC. 


DRUG PURCHASING CENTRALIZED 


Centralized purchasing and bulk 
compounding and distribution at 
the area level assure efficiency, 
economy, safety, and high stand- 
ards. Drug items are prepackaged 
and labeled at the centralized 


‘ pharmacy, and then sent to each 


hospital ready for use. Bulk com- 
pounding and preparation of small- 
volume sterile injectables are han- 
dled similarly. Centralized services 
of this character relieve hospital 
staffs of specialized functions which 
otherwise would be performed by 
their medical personnel, and thus 
make it possible to conserve scarce 
and expensive professional time 
and provide better total care. 


The hospital described here is . 


more or less typical of the 47 out- 
lving general hospitals serving the 
Indians. In all, there are 56 hospi- 
tals operated by the Division of 
Indian Health, including 5 large 
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hospitals serving both general and 
tuberculosis patients and 4 tuber- 
culosis sanatoria. Eight of the hos- 
pitals, including two large facilities 
handling general and tuberculosis 
cases, are in Alaska. 

One entirely new hospital, which 
is to be a 200-bed general medical 
center and referral hospital for the 
facilities serving Navajo and some 
other Indians in Arizona, Utah, 
Colorado, and New Mexico, is to 
be built at Gallup, N. Mex. This 
regional hospital also will serve 
the Indian population in the imme- 
diate vicinity and will be a medical 
center receiving referrals from 7 
peripheral hospitals, some 20 med- 
ical care and preventive health 
clinics, and numerous small field 
stations on the reservation. All 
together, the new hospital will 
serve some 80,000 Indians living 
on and near a reservation the size 
of West Virginia. 

A new 75-bed general hospital 


has been authorized to replace a 


smaller antiquated facility on the 
Navajo reservation at Shiprock, N. 
Mex.. and a new 50-bed general 
hospital has been authorized to 
replace a structure which burned 
down at Sells, Ariz., on the Papago 
reservation. A third replacement, 
a 50-bed general hospital, will be 
built at Kotzebue, Alaska, where 
there now is an old and inadequate 
hospital. 

The 52 general and 4 tubercu- 
losis hospitals are located in 13 
states and Alaska. The number of 


beds available total more than . 
3,800, of which 1,600 are for tuber- 


culous patients. Five of the hos- 
pitals, which serve as referral fa- 
cilities, have 200 or more beds. 
Thirty-nine of the hospitals have 
50 or fewer beds. ! 
Inpatient admissions now are 
averaging approximately 3,550 a 
month in Indian hospitals within 
the United States, and around 520 
a month in Alaska hospitals. It is 
estimated that the average daily 
census is 1,863 patients in the hos- 
pitals within the continental limits, 


and 922 in Alaska hospitals. In- 


dian hospitals admitted more than 
46,000 patients during 1956. Last 
year the number of births aver- 
aged nearly 600 a month in all 
Indian hospitals, compared with 
about 530 a month in 1955. 
Admissions and the average pa- 
tient load of tuberculous patients 


also increased in 1956. These in- 
creases are attributable to more 
effective case finding and increased 
resources for caring for tuberculous 
patients. The 1955 fiscal year was 
the first in which a bed was avail- 
able for every known case of tu- 
berculosis in need of hospitaliza- 
tion and willing to accept hospital 
care. 

Outpatient treatments in Indian 
hospitals within the United States 
totaled approximately 550,000 dur- 
ing 1956. In addition, approxi- 
mately 180,000 outpatient treat- 
ments were provided in field health 
centers not connected with the 
hospitals. 


NONFEDERAL HOSPITALS USED 


The beneficiaries of the Indian 
health program comprise approxi- 
mately 315,000 persons in the 
United States, and some ‘35,000 
Alaska Natives in that northern- 
most territory. It is obvious that 
the 56 Indian hospitals operated 
by the PHS are not sufficient to 
serve populations of such size with 
unusually high medical care needs 
and a large backlog of illnesses. 
To meet the needs of the Indians 
for hospital care where commu- 
nity health facilities are available 
to provide such services, the PHS 
makes extensive use of nonfederal 
hospitals on a contract basis. It is 
the policy of the program to pro-— 
vide care through the use of non- 
federal facilities where such facili- 
ties can furnish adequate service 
to its Indian beneficiaries. 

Contractual arrangements are in 
effect with approximately 120 non- 
federal hospitals, some of which. 
were built or expanded under the 
Hill-Burton program. In addition, 
the PHS has contracts for Indian 
care on an annual basis in effect 
with 9 county and state tubercu- 
losis sanatoria and 18 nongovern- 
mental sanatoria, 8 state and other 
public mental hospitals, and nu- 
merous private clinics, physicians, 
and dentists. The current average 
daily patient load in nonfederal 
hospitals with which there are 
contractual arrangements is about 
1,500. At the end of 1956 it was 


estimated that the daily patient 


load in contract facilities averaged 


approximately 275 in general hos- 


pitals, more than 1,000 in tubercu- 
losis hospitals, and 200 in mental 
hospitals. | 
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Preventive services are provided 
at all Indian health facilities, in- 
cluding the hospitals. These sery- 
ices generally include tuberculosis 
control, communicable disease pre- 
vention, public health nursing, ma- 
ternal and child care, health serv- 
ices to school children, promotion 

. of improved sanitation, health edu- 
cation, and dental public health. 
As in the case of hospital care, , ate 
some of these services are furnished SOMETIMES medical officers of Indian hospitals make outside calls on 
by nonfederal health agencies un- patients, traveling rough roads and trails that are common on reser- 
der contract to the PHS. However, vations. This road is on the Fort Apache Reservation in Arizona. 
since most of the areas in which 
the Indians live are lacking in 
such resources, the PHS provides 
these services directly to the great 
majority of its Indian beneficiaries. 

The bulk of the Indian and Alas- ~ 
ka native populations are thinly ; 
spread over vast areas in the West 
and-in Alaska. This dispersion, 
coupled with poor roads, lack of - 


lack of health facilities, is a major 
obstacle in providing hospital and ONE-ROOM dwellings in which many Navajo Indians 
other health services to the Indians live are known as hogans. A stove placed in the center 


and Alaska natives. Transportation of the floor of these dwellings is a common source of burns. 


within Alaska is exceptionally dif- MANY APACHE patients live in wickiups, traditional one- 
ficult and costly. Here, the princi- room dwellings. Here a hospital medical officer and a 
public health nurse end their visit with an Indian family. 

pal means of long distance travel 
is by air. Indeed, this is the only 
practicable medium of transporta- 
tion between some of the more 
remote hospitals and the larger 
centers of population. 

Generally, the lands on which 
' the Indians live are arid and rela- 
tively unproductive. Poverty is 
widespread among these peoples, 

(Text continued on page 44) 


(LEFT) Air evacuation is one means of moving many patients from | to handle more difficult cases. (RIGHT) the reception desk in this 
reservation hospitals to larger hospitals which are staffed and equipped Indian hospital waiting room is always busy during clinic hours. 
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BRIDGING the gap between cultures is part of the physician's job. 
~~ Many of the patients do not understand the causes of infectious diseases. 


THE BIRTH rate among the Indian ‘population is netrly one and a half times that in the 
non-Indian population, but death rates for preventable diseases are considerably higher among 
Indians. Here a mother receives advice regarding her child from a nurse in an Indian hospital. 


VISITING hours at an Indian hospital. Frequently, members of a patient's family travel many 
miles for these visits, which provide the moral and spiritual support vital to the patient. 
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WAITING ROOM space is insufficient in some older 
hospitals, and patients wait outside in good weather. 
These Apache patients are at Whiteriver, Ariz. 


THE INCIDENCE of orthopedic disabilities among Indian children is high. This 
youngster, a patient at PHS Indian Hospital, Tacoma, Wash., is learning to walk. 


(LEFT) Adequate diet, which many Indian children receive only when Indian hospitals. (RIGHT) Indian nursing assistants, trained in the 
they are in a hospital or at school, is an important part of care in Indian hospitals, perform subprofessional duties under supervision. 
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and the insufficiency of resources 
to support the populations on many 
of the reservations is at the root 
of this poverty. Poor diet and un- 
healthful living conditions which 
the individual Indian cannot over- 
come without aid are serious ob- 
stacles in providing health services. 

CULTURAL BARRIER SERIOUS 

Finally, the cultural barrier is 
a very serious obstacle. This em- 
braces language difficulties, lack 
of understand:ng of the causes of 
preventable diseases, and _ time 
honored customs that sometimes 
conflict with modern concepts of 
healthful living. The following in- 
cident illustrates the strength of 
ancient Indian beliefs among many 
beneficiaries of the Indian health 
program, and the necessity for re- 
specting these beliefs in adminis- 
tering the program. 

Last summer an Indian medicine 
man, flown from a distant reserva- 
tion by the Publie Mealth Service, 
conducted mystical riies in the set- 
ting of a modern laboratory of a 
tuberculosis sanatorium housing 70 
Indian patients. A public address 
system carried his chants into 
every room in the hospital. The 
medicine man had come to the hos- 
pital in response to urgent appeals 
by medical officials, who called h'm 
in after two patients had fled the 
hospital and others were preparing 
to leave. Lightning, which some 
Indians believe a cause of ill- 
ness, twice had struck a tree on 
the hospital grounds. The hospital 
and its patients had to be blessed: 
the spirits concerned had to be 
placated. When th:s was done, the 
patients settled back with confi- 
dence that danger had been warded 
off. The white man’s medicine had 
been reinforced by Indian religious 
concepts. 

Federal respons.bility for health 
and other services to the Indians 
dates from the time they were 
settled on reservations by the fed- 
eral government. In some instances, 
the Indians were taken to the res- 


ervations as virtual prisoners of. 


war. And in nearly all cases, the 
designated land areas set aside for 
the Indians offered them little in 
comparison to the vast areas which 
they were forced to give un. In 
order to live, hunters and gather- 
ers sometimes had to become 
herdsmen and farmers. Little was 
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done, in the beginning,: to help 
them adjust to a wholly new way 
of life in a limited environment. 

When new states were carved 
out of the Western territories, their 


governments neither expected nor 


desired to assume responsibility 
for Indian populations placed on 
land reserved by the federal gov- 
ernment. The War Department 
handled Indian affairs until 1849, 
when the Department of the In- 
terior was given the responsibility. 
On July 1, 1955, the Public Health 
Service, Department of Health, 
Education, and Welfare, assumed 
responsibility for the Indian health 
program under terms of an act of 
Congress. Other federal’ services 
still are provided by the Interior 
Department’s Bureau of Indian 
Affairs. 

The Indian’s first contact with 
the white man’s medicine was the 
eecasional medical attention pro- 
vided in the early days of the 
reservations bv Army medical offi- 
cers. In 1832 Congress authorized 


the Secretary of War to provide 


vaccinations against smallpox —a 


- disease of the white man which had 


become a death-dealing scourge 
among the Indians. Some of the 
hundreds of treaties and agree- 
ments between the Indian tribes 
and the federal government pro- 
vided that the latter would main- 
tain a physician, a miller, and a 
blacksmith on each of a number of 
the Indian reservations. Organized 
medical facilities for the Indians 
date from 1873, but as late as 1890 
only a few Indian hospitals had 
been built. 


INDIANS FULL CITIZENS 


Although the unique relation- 
ship between the Indians and the 
federal government necessitates 
federal supervision over certain 
Indian resources and the protection 
of Indian rights, the Indian people 
have full citizenship. Their reser- 
vations are, in effect, owned by the 
Indians individually or as tribal 
groups, with the federal govern- 
ment exercising protection over 
the status of the lands in a trust 
relationship. As citizens, however, 
the Indians are free to leave their 
reservations or remain on them as 
they Wish. 3 

Today nearly two-thirds of the 
Indians in the United States live 
on reservations. When living on 


reservations they receive certain 
services, including. medical care 
and health services, provided by 
the federal government. Generally, 
an individual is eligible for serv- 
ices of the Indian health program. 
—including hospital care—if he is 
regarded as an Indian by the com- 
munity in which he lives, that is; 
if such factors exist as member- 
ship in a tribe, residence on tax- 
exempt land, ownership of re- 
stricted land, and active partici- 
pation in tribal affairs. 

When an Indian leaves his res- 
ervation or Indian community, he 
should look to the same sources 
that provide the services available 
to the general public in the area 
in which he takes up residence. 
Hospital care and outpatient treat- 


ments are provided by the Indian | 


health program without cost to 
certain medically indigent Indians, 
and to others on an emergency 
basis only. 

The objectives of the Ind.an 
health program. are to bring the 
health of the Indians to the level 
enjoyed by the rest of the popula- 
tion in a way that encourages self- 
reliance and independence and 
gives full recognition to their 
rights as citizens. 

In carrying out its responsibili- 
ties for Indian health, the PHS 


works in close collaboration with 


the Indians, state and local gov- 
ernments, the Bureau of Indian 
Affairs, and various) community 
and voluntary organizations. With 
the development of acceptable lo- 
cal resources, the service will pro- 
vide guidance to the Indians in 
obtaining health services from the 
same sources and in the same man- 
ner as do other citizens in the same 
communities. 

The policy of the federal gov- 
ernment, through the Bureau of 
Indian Affairs and the PHS, is to 
help the Indian in every way pos- 
sible to achieve the same degree 
of. independence as other ethnic 
groups which make up our popula- 
tion. This policy looks far into the 
future toward “the termination, at 
the appropriate time, of federal 
supervision and services special to 
Indians.” Until that day arrives, 
the PHS will do its best to fill the 
needs for community hospital, lo- 
cal health department, and family | 
doctor to many thousands of our 


Indians. . 
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the hospital 
and 
government 


Is A hospital’s concern 
with government? 


At the local: level this concern 
is involved with ordinances re- 
lated to the operation of hospitals, 
to taxes, to- assessments, to respon- 
sibility for the care of indigents, 
to buildings, to restaurants, to fire 
and other codes. 

At the state level, a hospital’s 
concern is related to taxes, to l- 
censure for operation, to licensure 
of. various personnel, to controls, 
standards, definitions, exemptions, 
labor laws, wage and hour laws, 
various laws related to the opera- 
tion of any business, to liability, 
compensation, malpractice, to reg- 
ulations pertaining to the training 
of personnel, to educational activi- 
ties, to legislation with respect to 
the care of indigents, etc. 

During any legislative session 50 
or 100 or more bills may be in- 
troduced in a single state legisla- 
ture which will in some way affect 
the operation of hospitals in that 
‘state. In California, for example, a 
recent state legislative: session con- 
sidered 1,500 pieces of legislation 
which were directly or indirectly 
related to health affairs or to hos- 
pitals. 

There is also the whole area of 
legislation where the state is the 
agency responsible for carrying out 
federal legislation. A good deal of 
this legislation occurs in connection 


Kenneth Williamson is associate director 
of the American Hospital Association and 
director of the Association’s Washington 
Service Bureau. 
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Federal, state and local. legislation 
which affects hospital or health affairs 
is of vital concern to every hospital in 
terms of hospital operation and the 
lives of people working in hospitals. 
Administrators, therefore, are encour- 
aged to voice their opinions on health 
legislation issues—through their state 
hospital associations, trustees and hos- 
pital auxiliaries. Since legislators often 


look upon administrators as self-inter- 


est seekers, they may look upon trus- 
tees” actions more favorably. However. 
these trustee activities should be di- 
rected by the administrator. Since the 
hospital auxiliary’s opportunities for 
influencing public attitude are growing 
and it is likely that public attitude will 
be reflected in actions taken by legis- 
lators, the hospital auxiliary has great 
possibilities for influencing legislation 
on a broad front. 


with grant’and the matching-grant 
programs. 


FEDERAL DEPARTMENTS 


At the federal level, the activi- 
ties of every major agency and 
department of the federal govern- 
ment in some way affect the opera- 
tion of hospitals. Ali of them, of 
course, affect the lives of the people 
working in hospitals. 

For example, the Post Office De- 
partment and the postmaster gen- 
eral were sued for their unwilling- 
ness to grant nonprofit hospitals 
the preferred postal rates to which 
they are entitled under the law. 
Although this suit never came to 
trial, agreement was worked out 
with the Post Office Department 


so that the hospital bringing the 
suit was granted the preferred 
postal rates. Other nonprofit hos- 
pitals throughout the country filed 
requests with their local postmas- 
ters and in all instances reported 
to us, they, too, have received the 
preferred rates. The amount of 
money involved for some hospitais 
is not very great, for others it may 
be considerable. The issue is far 
more important, however, and this 
is the basic need to differentiate 
nonprofit hospitals from general 
commercial business. 

In the Department of Agricul- 
ture the Association, through its 
Washington Bureau, is interested 
in the eligibility of hospitals for 
surplus foods. We are concerned 
with their responsibility for the 
health needs of migrant workers. 
We were greatly interested, for 
example, in the whole subject of 
the institutional use of oleomarga- 
rine, and there are other matters 
of concern to hospitals. 

Through the State Department 
and the International Cooperation 
Administration, we are concerned 
with international health affairs. 
In behalf of U. S. hospitals we have 
a contract with these agencies, and 
an action program throughout all 
of Latin America. 

The Treasury Department ad- 
ministers the basic tax exemption 
for hospitals. The recent gift of 
the Ford Foundation to thousands 
of hospitals throughout the country 
brought into focus the importance 
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of this department’s relationship to 
hospitals. The revenue codes are 
administered by this department 
and they affect contributions and 
philanthropic support. 

Definitions of salary exemption 
of key personnel, the status of in- 
terns, residents, and research per- 
sonnel are examples. The exemp- 
tions which the public have for 
sickness costs have tremendous 
importance to hospitals indirectly. 
The encouragement given to em- 
ployers to participate in providing 
health insurance through tax ex- 
emptions are of direct importance. 
Such matters affect the financial 
welfare of hospitals. They all orig- 
inate through legislation and are 
administered by the Internal Reve- 
nue Service. 

The Department of Labor affects 
hospitals with respect to their 
status under labor laws. The Taft- 
Hartley Act exempts nonprofit hos- 
pitals from its provisions. The 
Federal Wage and Hour Law ex- 
emptions are another example. 

The Department of Health, Edu- 
cation, and Welfare now has cabinet 
status. The Public Health Service 
is a major division of the depart- 
ment and administers numerous 
programs affecting hospitals, such 
as the National Institutes of Health 
and all of their research funds, the 
Public Health Service grants of 
various kinds made/to the states, 
the federal hospital construction 
program (Hill-Burton). 


EXPENDITURES GREATLY INCREASED 


In addition to influence derived 
from such programs, the annual 
expenditures run into the hundreds 
of millions of dollars. Year after 
year the total amount of such funds 
has increased. For example, in 1946 
the federal government spent on'y 
approximately $8 million in med- 
ical research funds, and now the 
annual expenditure will exceed 
$100 million. The department also 
administers the rehabilitation pro- 


- grams, the social security programs 


and the vocational education pro- 
grams. 

The Department of Defense is of 
concern to hospitals as it affects 
the intern and resident programs, 
the drafting of physicians, and 
the care of dependents of the uni- 
formed services as such care is now 
being provided in civilian facili- 
ties. 
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In such ways as these the num- 


erous departments of our federal - 


government are concerned with 
matters which affect hospitals in a 
very real way. The dollar volume 
of the federal government’s par- 
ticipation in health affairs is im- 
mense. For the 5-year period end- 
ing in 1950, for example, federal 
expenditures in health affairs in- 
creased by 55 per cent, and dur- 
ing the 10-year period to 1956 
such expenditures increased by 63 
per cent. The total of such federal 
health expenditures in 1955 was 
about $2,115,000,000. In 1956 it is 
estimated the total cost reached 
$2,268,000,000. Mostly these ex- 
penditures take place within three 
departments of government, the 
Veterans Administration, the 
Armed Forces, and HEW. During 
1955 the health expenditure with- 
in HEW alone was $526 million. 

This whole picture comes about, 
of course, as a result of legislation. 
Hospitals are affected not only 
by such legislation which is passed, 
but by a considerable amount of 
legislation, much of which might 
be undesirable, which failed of 
passage. 

In the last session of Congress 
there were more than 400 bills 
introduced which related to health 
affairs. At least 20 of these were 
of major importance. For the fu- 
ture, there seems. to be no indica- 
tion that there will be any less- 


ening in this role of the federal. 


government in health matters. On 
the contrary, the development 
seems to be in the other direction 
and it is not difficult to think of a 
dozen matters which may appear 
in federal legislation during the 
coming years. 

All of this establishes the fact 
that legislation is a field which is 
of great importance to the hospi- 
tals of every city and of the nation, 
and well worth the attention of 
those persons concerned with and 
responsible for the affairs of hos- 
pitals. 

Generally speaking, actions by 
hospitals in legislative matters are 
not taken individually or indis- 
criminately. The state hospital as- 
sociation is looked to, to act on 
legislative matters. Usually the as- 
sociation has a council or commit- 


tee for this purpose. From the na- . 


tional level we work through the 
state associations. In some instances 


contact is made directly with indi- 
vidual hospitals because of the 
special influence they may have | 
upon a situation. It is most essen- 
tial to follow the lines of organi- 
zation and, of course, the greatest 
influence, usually, will be found 
at the local level. A member of 
congress is most affected by the 
thoughts of his own constituents. 


MAKING USE OF TRUSTEES 


In a few states the arrangements 
for contact and action are well 
worked out. The individual trus- 
tees of hospitals are a most potent 
force and could do a great deal 
to benefit the hospitals in which 
they are interested. Very often 
their services are not called upon. 
and it is left to the hospital ad- 
ministrator to inform members of 
legislative bodies. Unfortunately, - 
however, quite often legislators. 
may very well look upon the ad- 
ministrator as a self-interest seek- 
er, and he does not, therefore, bring 
the same forces to bear as does the 
trustee. Trustees, of course, should 


be brought into action through the 


administrator. 

A legislative liaison committee 
with the hospital auxiliary could 
be most helpful to the administra- 
tor and the trustees:in informing 
the members of the auxiliary on 
the issues involved. As the hospital 
auxiliary may become the voice of 
the hospit#t within the community, 
its opportunities for influencing 
public attitude grows. It is likely 
that public attitude will be re- 
flected in actions taken by legisla- 
tors and thus the auxiliary has 
great possibilities for influencing 
legislation on a broad front. 


AUXILIANS VITAL FORCE 


When it becomes necessary to 
contact legislators on particular 
matters, the members of the aux- 
iliary may be a vital force. This 


should be worked out by the in- 


dividual hospital and organizéd 
through the state hospital associa- 
tion. There have been a few ex- 
amples of the striking effectiveness 
of the auxiliary organized in this 
fashion through the state hospital 
association. The hospital auxiliary 
movement has now reached a stage 
of development where considera- 
tion could really be given to this 
future role. 
(Continued on page 127) 
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the complicated picture 


in blood 


ABOVE: New insulated lightweight containers greatly facilitate the shipment of blood. 


a look at blood assurance 


by ARNOLD A. RIVIN 


HE PROFESSIONAL aspects of 

blood transfusion, if. not in- 
fallible, are at least down to a 
basic science, and techniques 
of drawing, processing, storing and 
administering blood are soundly 
-based and reasonably well stand- 
ardized. 

Beyond that, almost nothing in 
the blood picture is certain. Some 
‘of the factors that complicate 
the national blood situation were 
pointed up in the April 1, 1957, 
issue of HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION.! Basically these complica- 
tions center about the various 
methods of collecting and distrib- 
uting blood and the sometimes con- 
flicting philosophies which they 
involve. Yet, to the hospital pa- 
tient who needs blood, philosophy 
is unimportant. How the blood was 
procured is unimportant. For the 
moment, how it is to be paid for 
is unimportant. The only thing that 
is important is that blood is needed 
and blood is available. Afterward, 
he and his family 
chance to think about how it is 
to be. replaced or paid for. 

Dr. Karl S. Klicka, director of 
Presbyterian-St. Luke’s Hospital 


Arnold A. Rivin is contributing editor 
of HOSPITALS, J.A.H.A., and executive editor 
of TRUSTEE, the journal for hospital gov- 
erning boards. 
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will have a 


Several systems are in operation 
throughout the United States for mak- 
ing whole blood available to people 
who need it, when they need it. An 
understanding of the essential features 
and general experience of some of 
these systems will help others who are 
facing blood procurement and distri- 
bution problems in their own commu- 
nities. This article, second of a two- 
part describes half a dozen 
blood assurance programs now oper- 
ating across the land. The first of these 
articles on the national blood situation 
appeared in the April 1, 1957, issue of 
HOSPITALS, J.A.H.A. 


series, 


in Chicago, estimates that blood is 
consumed in a community at the 
rate of between three and five pints 
per. hundred people per year. A 
community of 1,000 persons, then, 
would require from 30 to 50 pints 
per year; a community of 15,000 
persons would need from 450 to 
750 pints. 


THREE MAJOR SYSTEMS 


Although many systems exist 
for collecting and distributing this 
blood, these can be divided roughly 
into three essential types: 

1. The American Red Cross sys- 
tem of collecting blood from the 


community at large and making it 


available at little or no charge and 
with no requirement for replace- 


ment. The hospital’s cross-match- 
ing and administration fee is extra. 

2. The hospital or community 
blood bank system, under which 
blood is made available on a re- 
placement basis. Here the patient 
might pay a basic processing charge 
for each unit of blood used and 
also be asked to replace the blood, 
usually on the basis of two pints 
for every pint used. If he does 
not replace the blood, he is charged 
a penalty fee. Such blood banks 
often have “donor clubs’ as pro- 
tection for the individual and to 
assure the bank of an adequate 
supply of blood. Again the hospi- 
tal’s cross-matching and adminis- 
tration fee is extra. : 

3. In recent years, a number of 
blood ‘‘assurance”’ programs have 
been started, whereby individuals 
or groups sign up and agree to pro- 
vide blood when called upon, in 
return for assurance that they will 
get blood when they need it. This 
spreads the risk, much as insurance 
does. Sometimes the member pays 
a small fee or dues (like a “pre- 
mium’’), sometimes he does not. 
The hospital’s own cross-matching 
and administration fees are again 
separate. 

The Red Cross program: The Amer- 
ican Red Cross Blood Program is 
well known in the. 50 regions 
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served by its blood centers. The 
Red Cross conducts continuing 
campaigns for blood, which it col- 
lects, processes and distributes to 
hospitals for the use of their pa- 
tients. When this program was be- 
gun nine years ago, it was with 
the idea that the patient would 
not have to pay for the blood, nor 
would he have to provide donors 
to replace m. Essentially that idea 
still holds, although the Red Cross 
recently found it necessary to ask 
hospitals to share in the cost of 
providing the blood. The hospitals, 
of course, must pass this charge 
along to their patients. The amount 
the patients must pay, however, is 
relatively small (from $2 to $4 
per pint usually), and indications 
are that most hospitals served by 
Red Cross regional blood centers 
like the service they are getting, 
and so do the patients. 

Community blood banks: A growing 
number of nonprofit community 
blood banks exists in the United 
States. Often these are sponsored 
or at least strongly supported by 
local medical societies. A few ex- 
amples are the Milwaukee Blood 
Center, the Minneapolis War Me- 
morial Blood Bank, and the Irwin 
Memorial Blood Bank of the San 
Francisco Medical Society. Medi- 
cally sponsored blood banks abound 
in California, partly because the 
California Medical Association 
makes interest-free loans as one 
way of encouraging communities 
to start blood banks. Florida, Wash- 
ington and other states also are 
actively developing the community 
blood bank principle.2 Such banks 
generally provide blood to local 
hospitals and are reimbursed in 
blood by the patient’s friends, rela- 
tives or organizations. In addition, 
a processing charge is usually 
made, this being the blood banks’ 
primary or only source of income. 

Blood assurance plans: The idea be- 
hind blood assurance is essentially 
that of the imsurance principle: 
The risk is spread among a very 
large number of individuals so that 
each can benefit in time of need, 
without imposing a hardship on 
any individual. Unlike insurance, 
the important thing here is human 
blood, not money. The real “pre- 
mium,” then (with the notable 
exception of the Southwest plan 
described below), is the subscrib- 
er’s promise that he or a member 
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A COMPLETE blood bank, such as the Milwaukee Blood Center, above, has 
facilities for interviewing prospective donors, a comfortable waiting room. 


of his family will provide a pint 
of blood when called upon (not 
oftener than once a year, usually 
not oftener than once every two 
to five or more years). Cash dues 
or “premiums” are usually mini- 
mal, perhaps a dollar or two a 
year. Arrangements vary in such 
details. Here are the essential fea- 
tures of some of the better known 
plans now in existence: 


SOUTHWEST BLOOD SERVICE PLAN 


A group of medically sponsored 
nonprofit blood banks with head- 
quarters in Phoenix, Ariz., and 
known as Southwest Blood Banks, 
Inc., operate a program called the 
Southwest Blood Service Plan. The 
blood service plan was started a 
little more- than three years ago 
in Arizona, and it subsequently 
spread to New Mexico, Texas, Cali- 
fornia, Louisiana, Nevada, Missis- 
sippi, Wyoming and Arkansas. 
Through the national blood clear- 
ing house program of the American 
Association of Blood Banks? it 
offers its subscribers coverage any- 
where in the United States, Can- 
ada or Mexico. 

Under the Southwest Blood 
Service Plan, an individual may 
enroll for $1 per year. For a fam- 
ily, the fee is $1 per year each for 
the husband, the wife and the first 
two children under 19. Any addi- 
tional children are automatically 
covered without additional cost, 
the maximum dues for a family 
being $4 per year. 

When any covered individual 
needs blood, anywhere in the 
United States, Canada or Mexico, 
he gets all the blood he needs, at 
no cost for the blood or for proces- 


sing. (The only charge is the hos- 
pital’s charge for cross-matching 
and administration, over which no 
blood bank or assurance program 
has any control.) 

A unique aspect of the South- 
west Blood Service Plan is that 
the subscriber does not have to 
donate blood. He merely pays the 
small annual fee to the blood serv- 
ice plan, and the Southwest Blood 
Banks provide the blood. Funds 
for this come from the $1 annual 
membership fee and the $20 per 
pint replacement fee which is col- 
lected when blood recipients not 


covered by the plan choose not to 


replace the blood on a two-for-one 
basis. About half of this blood is 


purchased from professional do- 


nors. The rest of the blood comes 
from friends and relatives of blood 
recipients who are not members of 
the plan and who repay blood on 
the basis of two units for each 
unit they used. 

When the program was first set 
up it provided for a cash payment 
of $20 per unit to blood banks 
which were out of the territory 
directly served by Southwest Blood 
Banks and which were not par- 


‘ticipating in the national clearing 


house program. This has_ been 
changed so that now all reimburse- 
ment of other blood banks is in 
terms of whole blood, not cash. 

W. Quinn Jordan, executive di- 
rector of the Southwest Blood 
Banks, reports that this change 


~helpéd bring about decisions in 


Arizona and New Mexico that .the 
Southwest Blood Service Plan is 
not an insurance operation and is 
therefore not subject to state in- 
surance commission regulations. He 
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WHEN BLOOD is needed for a hospitalized patient, it is needed in a hurry. To make certain 
that hospital supplies are always adequate, the Milwaukee Blood Center uses its own vehicles. 


states that similar rulings or opin- 


ions have been rendered in vir- - 


tually all the other states in which 
the plan operates. 

Mr. Jordan states that if the 
blood service plan had not been 
able to use the facilities, services 
and personnel of the blood banks, 
the present system of financing it 
would have been insufficient to get 
it going. 

Except for a controlled safe 
inventory, the Southwest Blood 
Banks prefer to keep-their blood 
supplies in the veins and arteries 
of the donors until needed. There- 
fore, they discourage 100 per cent 


replacement of blood used by pa-_ 


tients. The banks maintain lists of 
professional donors, who have been 
typed in advance, so that they can 
quickly obtain exactly the types 
of blood they need in the quanti- 
ties needed. One of the reasons 
for establishing the blood service 


plan in the first place, according | 


to Mr. Jordan, was “to assist the 
blood bank in achieving better in- 
ventory control by elimination of 
the indiscriminate acquisition | of 
blood from: ‘pools’ or ‘group ac- 
counts’, or whatever other name 
may be applied to the practice of 
business, fraternal, church and 
other groups giving unregulated 
quantities of blood to the bank for 
future use of their membership.” 

Mr. Jordan asserts, ‘““‘Whenever 
a blood bank works on a principle 
under which the blood comes into 
the bank without control of its 
type and Rh factor, waste is a 
foregone conclusion, and morally 
I sometimes wonder if we are not 
subject to criticism as much for 
drawing blood unless we know that 
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it will be used as we might be for 
not-having the needed amounts for 
patients.” 

(By way of showing the wide 
differences in experience and in 


‘thinking in the blood field, how- 


ever, persons associated with other 
blood banks say their systems of 
pools, group accounts and donor 
clubs work very well, though they 
admit that they must maintain a 
list of persons who can be called 
upon in an emergency to donate 
or sell blood of rare types.) 

One criticism often leveled at 
plans which buy large quantities 
of blood from professional donors, 
such as Southwest Blood Banks 
do, is that there is a risk of buying 
unsafe blood. A professional donor 
knows that the blood bank will 
not buy his blood if he admits 
having certain diseases. The critics 
say, then, that the donor is likely 
to lie about his health because he 
wants the money he will be paid 
for his blood. Mr. Jordan points 
out the safeguards which the blood 
banks employ, and he answers the 
critics by asking if a man would 
be more likely to le for $10 or 
for $25. Mr. Jordan explains: A 
professional donor might receive 
$10 for a pint of blood, and it is 


to get that $10 that the man might. 


lie about his diseases. On the other 
hand, another man, whose wife or 
child needed blood and is not cov- 
ered by a blood assurance plan, 
will be asked to pay anywhere 
from $20 to $40 as a replacement 
fee, depending upon where he is 
in the country, unless he is able 
to replace the blood. If that man 
has a disease and knows the blood 
bank will not take his blood if he 


-plan 


tells the truth, leaving him with 
the alternative of finding friends 
to replace the blood or else of 
paying that $20 to $40 in cash, 
wouldn’t he be likely to fib about 
his health too? Mr. Jordan thinks 
he would and believes that this 
punctures the argument that using 
paid donors is more dangerous than 
using voluntary donors. 

One feature of the Southwest 
Blood Service Plan which Mr. Jor- 
dan would like to improve is that 
“It would seem to be designed for 
those people who may need it least. 
We are not in a position to accept 
and cover a person with cancer, 
active ulcers, or those diseases in 
which there is a probability of an 
early need for blood transfusion. 
While this is generally the case 
with any ‘insurance’ program, it 
is not a satisfactory solution to the 
problem of the patient who pres- 
ently has a disease indicative of 
transfusion needs and who has no 
ability to pay the usual charges or 
recruit multiple donors.” 

About 50,000 persons are now 
covered by the Southwest Blood 
Service Plan. In New Mexico, the 
Blue Cross organization is author- 
ized to make this program avail- 
able to the public, but other than 
that the plan has no salesmen, and » 
it does no advertising. The partici- 
pating hospitals explain the plan 
to their patients who need blood, 
but nothing like a concerted pro- 
motion campaign has been at- 
tempted. 

The Southwest Blood Banks seem 
to be satisfying the hospitals in the 
states they serve. Homer A. Reid 
of the Lovelace Clinic, Albuquer- 
que, executive secretary of the 
New Mexico Hospital Association, 
says, “From the hospital adminis- 
trators’ standpoint, they -render 
prompt service, they have very 
adequate supervision of their bank 
so that you can depend on their 
blood, they deal with the hospitals 
in a business-like manner.” From 
the patient’s standpoint, Mr. Reid 
says, the blood banks are coopera- 
tive and work with the patient in 
every way possible. 


NORTHERN ILLINOIS PLAN 


At Rockford, Ill., a three-county 
is headquartered which is 
considerably different from _ the 
Southwest idea. This is the North- 
ern Illinois Blood Bank, Inc., and 
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is sponsored by the Winnebago 
County Medical Society. The blood 
assurance plan offered by this bank 
now extends also into adjoining 
Boone and Ogle Counties and serves 
about 200,000 persons in an area 
of 1,560 square miles. 

In some important respects, this 
plan is the exact opposite of the 
Southwest Blood Service Plan. The 
Southwest. plan charges annual 
dues and does not require dona- 
tions of blood. The Northern IIli- 
nois plan charges no dues and asks 
only a willingness to contribute 


blood. Further, the Northern II]li-— 


nois plan accepts anyone for mem- 
bership, regardless of age, regard- 


less of health. Its only requirement 


is an expressed willingness to con- 
tribute (or have a member of the 
family contribute) one pint of 
blood when called upon (no oftener 
than once in two or three years). 
A person under 18 or over 60 is 
not asked to donate blood but may 
join and be covered by the plan 
nevertheless. Of course no one with 
illness or disease is asked for blood 
either, although such persons may 
be members of the plan and receive 
blood under its coverage. This plan, 
too, Offers coverage anywhere in 
the United States, through the na- 
tional clearing house program of 
the American Association of Blood 
Banks. There is no limit to the 
blood that a member may receive. 
One person may sign up for his 
entire family, no matter how large. 

Unlike the Southwest plan, this 
one makes a processing charge of 
$6 for each pint of blood its mem- 
bers receive. (The hospital’s own 
cross-matching and administration 
charge is of course separate, as it 
is with. any plan for providing 
blood.) The patient pays his $6 per 
unit direct to the Northern Illinois 
Blood Bank. 

Another difference between the 
Northern Illinois plan and the 
Southwest plan, both of which are 
operated by medically-sponsored 
nonprofit blood banks, shows up 
in the matter of replacement of 
blood made available to persons 
not members of the plans. In the 
Southwest system, the replacement 
cost, or penalty fee, is relatively 
low ($20 per pint), and this en- 
courages individuals to pay the fee 
rather than to replace the blood on 
a two-for-one basis, thus enabling 
the blood bank to buy the type of 
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blood it wants from professional 
donors. The Northern Illinois Blood 
Bank sets a relatively high penalty 
fee ($40 per unit), thus encourag- 
ing persons to replace the blood, 
at a two-for-one ratio. The plan 
does not use professional donors 
but does maintain a reserve list of 
its members known to have blood 
of rare types. Another effect of this 
high replacement charge is to en- 
courage nonmembers to join the 
plan. (Since it costs nothing to be 
a member, and anyone can join, 
its sponsors see no reason why 
everyone should not be enrolled.) 

The Northern Illinois Blood Bank 
does have a certain amount of 


blood which becomes outdated, but 


it sends this away for processing as 
plasma. 

~The Northern Illinois plan started 
in December 1952, and after a little 
more than four years of operation 


it now has about 18,000 families 


enrolled in the three-county area. 
George Hagney, manager, and Dr. 
Paul Van Pernis, medical director 
of the blood bank, estimate that 
these 18,000 families account for 
between 70,000 and 75,000 indi- 
viduals who are covered by the 
plan. 

Despite the fact that membership 
costs nothing, the majority of the 
blood used in Winnebago, Boone 
and Ogle Counties still goes to 
nonmembers. Mr. Hagney points 
out that onee a nonmember needs 
blood, thereafter he almost invari- 
ably signs up for membership. The 
hospitals are helping to promote 
the plan, and gradually industry 
and labor organizations are urging 
workers to bring this protection 
to themselves and their families. 


WAUKEGAN AND KENOSHA PLANS 


Two plans almost identical in 
nature have been. operating for 
more than six years in Lake Coun- 
ty, Ill., and nearby Kenosha Coun- 
ty, Wis., which have a combined 
population of about 250,000 per- 
sons in an area of 730 square miles. 
The former is the Jacob Blumberg 
Memorial Blood Bank of the Lake 
County Medical Society, with head- 
quarters in Waukegan, IIl. Seven- 
teen miles north, in Kenosha, Wis., 
is the Kenosha County Blood Bank, 
which is not under the sponsorship 
of the medical society although it 
has some medical society repre- 
sensation on its predominantly lay 


board of directors. The two blood 
banks share the same medieal di- 
rector, Dr. Hugh Wilson, who is 
a pathologist at hospitals in both 
Waukegan and Kenosha. 

As with the Rockford plan, any- 


‘one is eligible to join the Wauke- 


gan and Kenosha plans, and there 
are no dues or membership fees. 
An individual may sign up for him- 
self and his family by agreeing to 
furnish a pint of blood, on request, 
about once every two or three 
years An individual over 60 may 
be a member without giving blood, 
but he is asked to try to find a 
substitute donor if he can. 

When a member of the plan 
needs blood, it is provided at a 
charge of $10 per unit, considered 
a service charge. (The hospital’s 
own fee for cross-matching and 
administration is separate.) A non- 
member also can get blood through 
these blood banks, and he also pays 
the $10 per unit service charge. 
The nonmember also must either 
pay a $25 replacement fee for each 
unit used, or provide replacement 
in blood on the basis of two pints 
for one for the first three pints 
he used, and on a_ unit-for-unit 
basis thereafter. A nonmember, 
then, who chose to pay cash rather 
than provide donors to replace the 
blood, would pay a total of $35 
per unit plus the hospital’s fee. 
If a nonmember replaces only one 
pint of blood instead of two, he 
gets half credit and must pay a 
penalty fee of only $12.50 instead 
of $25. 

When a person signs up for the 
plan he is interviewed and his 
blood is tested for type and Rh 
factor. This gives the blood banks 
a roster of blood types in advance 
and helps them to secure rare types 
when needed. The Kenosha bank 
does not buy blood from profes- 
sional donors. At Waukegan, how- 
ever, some blood purchased, 
partly to keep the financial reserve 
from becoming too great and partly 
to relieve the plan’s members of 
being asked to donate blood very 
often. 

Dr. Wilson is convinced that the 
idea behind this type of blood sys- 
tem could serve as a pattern for | 
blood programs elsewhere. Riley 
McDavid, administrator of the Ken- 
osha Hospital, agrees, as does Helen 
Sylvester, R.N., administrator of 

(Continued on page 56) 
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T IS THE general rule that, with 
the exception of emergencies, 
reservations for all hospital ad- 
missions start with the doctor. It 
follows, therefore, that the first 
‘policy to consider in establishing 
credit and collection procedures is 
supplying each staff doctor with 
complete information on patient 
charges. It is important that the 
administrator inform the doctors 
as to the average cost of hospital 
stay of a medical patient, a surgical 
patient, pediatrics, obstetrics, etc. 
When this information is made 
available to the doctors, they will 
use it well in advising their pa- 
tients of costs which can be ex- 
pected. It is also well ‘to inform 
the medical staff of the portion of 
charges borne by Blue Cross and 
the commercial insurance com- 
panies. The doctor can do a great 
deal toward smoothing the way for 
the credit and collections depart- 
D. W. Walsh is controller, Memorial 


Center for Cancer and Allied Diseases, 
New York Citv. 
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let the patient 
what he’s 
paying for 


.--in language 


by D. W. WALSH 


Patient-hospital relations will be 
greatly improved if the hospital makes 
every effort to make the patient’s ad- 
mission and payment of bills as easy 
and as pleasant as possible for him. 
Many hospitals have found the pre- 
admission form, presentation of state- 
ments to the patient’s. family, and 
consultation with the patient’s doctor 


before resorting to an outside collec- 


tion agent effective media for achiev- 


ing these objectives. 


ment, but the hospital must give 
him: a chance by providing him 
with adequate information. 


ADMITTING THE PATIENT 


When an advance reservation is 
received, many hospitals forward 
a letter to the prospective patient, 
which may include a booklet set- 
ting forth the mddus operandi of 
the hospital. This booklet is in- 


tended to condition the patient for 


the psychological impact of a hos- 
pital stay and to advise him of rules 
concerning visiting, etc. This book- 


let or letter can certainly include 
reference to existing regulations 
for payment of bills. 
Information in this helpful 
booklet should stem from the hos- 
pital administrator and should be 
couched in language which is 
helpful to the patient, but never- 
theless, clearly spells out pay- 
ment procedures. If the hospital 
requests an advance payment at 
admission, this fact should cer- 
tainly be stated in the booklet. 
Many hospitals now use a pre- 
admitting information form. This, 
in effect, is a copy of the regular 
admitting form, and can be for- 
warded to the patient by mail as 
a confirmation of a reservation, 
with a request that the form be 
completed and returned to the 
hospital. Such information re- 
ceived in advance of admission 
can be extremely helpful. If the 
hospital uses credit information 
services or a negative file, which 
would include a’card for all in- 
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dividuals with whom the hospital 
has had bad collection experience, 
the pre-admission form can _ be 
checked against these records. 

Sometimes the hospital will find 
resistance to the use of a pre- 
admission form. This resistance 
generally stems from the medical 
staff. Often this attitude can be 
overcome if the hospital can pre- 
sent a good case for use of the 
form. It can be shown that the 
form allows the admitting depart- 
ment to smooth the admission of 
a patient and to secure the correct 
information initially. 

Admission to the hospital is, in 
itself, a rather trying experience 
for the patient. Hospitals should 
do all in their power to make this 
experience as easy as possible for 
the patient, who is understandably 
upset. With the proper use of 
advance information, the waiting 
period in an admissions depart- 
ment can be drastically reduced, 
or perhaps, eliminated entirely. 
This fact should be a good selling 
point to the medical staff, 


PREPARATION OF STATEMENTS 


In most larger hospitals, the re- 
sponsibility for preparation of pa- 
tients’ bills is separated from the 
credit and collections department. 
In this paper let us assume that 
there is such a separation of re- 
sponsibilities in all hospitals. 

Preparation of a patient’s bill is 
extremely important. In this docu- 
ment, which the hospital may con- 
sider extremely simple, the hos- 
pital is telling the patient that he 
owes a sum of money. Therefore, 
the hospital certainly owes the 
patient the consideration of giving 
him a bill which he can easily 
understand. 

Most persons would become in- 
censed upon receiving an unintel- 
ligible bill from a commercial or- 
ganization, even though the bill 
may be for something that was 
enjoyed very much. Therefore, the 
hospital should not expect the pa- 
tient to be happy with a bill which 
he cannot understand, and which 
covers a charge for an experience 
which he would have preferred to 
avoid. 


Most hospitals prepare bills on | 


bookkeeping machines. These ma- 
chines, although wonderful me- 


chanically, leave much to be de- » 


sired in their ability to print a 
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concise but complete explanation 


of a charge. It is true that hospi- 
tals resort to the use of a legend 
which interprets the code appear- 
ing on the patient’s bill. Yet, often 
this legend is on the reverse side 
of the bill and is in very lengthy 
form. In many cases, the interpre- 
tation is just as cryptic as the 
symbol itself. 


SYMBOLS ON STATEMENTS 


For example, on a bill the sym- 
bol, “PATHL’’, may be explained as 
hematology, serology, bacteriol- 
ogy, ete. This, I am sure, tells 95 
per cent of the patients nothing 
and in fact, convinces them that 
the hospital has conceived a new 
language in order to confuse them. 
In most cases, I believe, it would 


be doing a greater service to the 


patient to simply call it a labora- 
tory test. The patient may have 
heard the term “laboratory tech- 
nician” while he was a bed- 
patient; therefore, the words 
“laboratory test” take on some 
meaning. It can be assumed that 


in most cases, the patient is un-.| 


concerned whether the test was 
serology, hematology or bacteri- 


ology. 
Many hospital people have 


reached the conclusion that the 


size of the form used for the pa- 
tient’s bill is extremely important. 
The average individual in his 
daily life is used to receiving bills 
smaller than the 8% x 11 inch 
size. The size of the form most 
frequently used by commercial 
organizations is approximately 8 
by 8 inches. When the hospital 
patient sees his bill on paper 12 
or 14 inches wide, the size of the 
paper alone may upset him. 
Many hospitals forward a bill 
to the patient while he is in the 
hospital. The statement is pulled 


from file and forwarded to the pa-. 


tient on a cycle basis—usually the 
weekly anniversary of admission. 
At this point there is usually space 
available on the ledger card for ad- 
ditional entries. Accordingly, a new 
statement is headed up and placed 
in the file and the posting is con- 
tinued. Therefore, the next state- 
ment the patient receives may 
start in the middle of the. sheet 
with or without a pickup balance. 
This practice greatly confuses the 
patient. 

This problem can be easily 


solved by forwarding a bill to a 
patient when a ledger card is 
completed. The continuity of the 
statements is then apparent and 
the ending balance of one state- 
ment readily matches the begin- 
ning balance of the next. | 

Many doctors feel that submit- 
ting a bill for hospital charges to 
the patient in the hospital may 
have an adverse effect on his re- 
covery. It would, therefore, appear 


that wherever possible the bill 


should be delivered to another 
adult member of the family who 
might handle the payment. I sug- 
gest that it might be. better to 
mail the bill to the husband or 
wife of the patient, where. prac- 
tical. 

If a credit department. repre- 
sentative visits a patient on the 
floor, it should be an established 
policy that he first have the per- 
mision of the nurse in charge so 
that he may not be accused of 
approaching a patient not in con- 
dition for such a discussion. 

The hospital administrator is 
responsible for getting across to 
the medical and nursing personnel 
the need for such action, and then 
to establish controls which limit 
bad experiences. 


CORRECTING ERRORS 


One thing that is often difficult 
for the patient to understand is 
the method of correcting an error 
in the bill. A charge may be posted 
for a service never received. To 
correct the error a machine symbol, 
such as “TR-DR” (meaning trans- 
fer debit), may be posted. This 
symbol, of course, means absolutely 
nothing to the patient, even though 
it may have a hastily scrawled 
note as to the particular service 
involved. 3 

One of the bothersome 
types of errors is the posting of 
a cash payment to the wrong ac- 
count. The person who made the 
payment but did not receive the 
credit to his account is likely to 
complain vehemently. This, in it- 
self, poses a public relations prob- 
lem. On the other hand, the in- 
dividual who incorrectly received 
the credit may have been dis- 
charged in the meantime. He 
leaves the hospital thinking that 
he owes nothing or perhaps that 
he is entitled to a refund for over- 

(Continued on page 128) 
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by MARJORIE SCHWARZWAELDER 


JUDGES for North Shore Hospital's second dnnual photo contest take a 
short break after picking the winners in the black and white division. 
Pictured left to right are: (front row), Victor Keppler, world-famous 
_“‘cover’’ photographer; Sylvia Bergel, instructor of photography at Queens 
College; (back row), Basil Bels, an outstanding ‘“‘salon’’ photographer; 
and Leo Heffernan, well-known amateur photographer. First and second 
prizes in the black and white division of the Manhasset, N. Y., hospital's 
photo contest went to Raymond Harty of North Babylon, N. Y., for 
his works, ‘“‘Locked Out"’ and ‘‘Misty Morn.’’ More than 400 photographs; 
depicting Long Island persons, places and things, were submitted. 


In addition to improving the interior 
design of the hospital, an annual pho- 
to contest has brought North Shore 
Hospital many unexpected benefits. It 
gave the hospital an opportunity to 
make new friends and to develop new 
media for publicity purposes. Winning 
photos are displayed in the hospital's 
public rooms. 


NE OF the most rewarding pub- 

, lic relations projects ever de- 
veloped. at North Shore Hospital, 
Manhasset, L. I., N. Y.—in terms 
of reaching a new “‘public,” making 
use of new media, and bringing 
new members into the _ hospital 
family— is its annual photo contest. 
Actually the contest is the brain- 


child of the trustee’s interior de- 


Marjorie Schwarzwaelder is in charge 
sign committee, which spurned 


of public relations at the North Shore 
Hospital, Manhasset, L. I., 
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conventional paintings for walls 
of public rooms in the three-year- 
old Long Island hospital and set 
out to obtain more lively decora- 
tions. The contest also provides a 
continuing supply of interesting 
photographs which can be replaced 
frequently. 

Although it was initiated in 1955, 
the contest did not become a 
community-wide project until last 
year. The first year, participants 
were chiefly trustees, staff mem- 
bers and their friends, but the 
general response was sufficient to 
indicate its potential and to estab- 
lish it as an annual event. From 
that point on, the contest was de- 
veloped by the hospital’s public 
relations personnel who worked 
closely with an advisory commit- 
tee of leading photographers from 
the area. 

Open to both amateurs and pro- 
fessionals, who either lived or 
worked on Long Island, the second 
annual photo contest, concluded 
ast October, had the support of 

5 camera clubs and drew 482 en- 
tries from 31 different communi- 
ties in Queens, Nassau and Suf- 
folk Counties. Camera shops in 
the seven towns, comprising the 
hospital’s immediate service area, 
served as deposit and pick-up sta- 
tions and information headquar- 
ters. In the promotion of the con- 
test, the camera shops received 


. some advertising of benefit to their 


own businesses. 

Publicity was aimed primarily 
at the “‘special interest’? photogra- 
phy group. Following announce- 
ment of the contest in April 1956, 
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regular releases were sent to local 
newspapers and to camera editors 
and columnists of all dailies as well 
as the national photography maga- 
zines. Releases were also mailed 
to editors of camera club and cam- 
era store bulletins, instructors of 
high school and adult education 


“ photography courses, and to the 


house organs of nearby large busi- 
nesses and industries for the at- 
tention of employees’ service and 
hobby groups. | 


JUDGES OF THE CONTEST 


Four judges, including the world- 
famous “cover” photographer, Vic- 
tor Keppler, selected the 40 best 
pictures. The winning 1956 entries 
(20 black and white and 20 color) 
depicted Long Island life—people, 
places and things. Winning photos 


in 1955, selected by Capt. Edward 
Steichen, director of photography 
of the New York City Museum of 
Modern Art, typified holiday; each 
entry expressed in some way the 
vacation spirit and the joy of liv- 


ing. The theme for each contest was | 


carefully selected for its therapeu- 
tic value to patients and visitors 
as well as its decorative effect in 
the hospital. 


Winning photos are enlarged - 


16” by 20” size and uniformly 
mounted. Each year’s selections are 


hung in an attractive grouping in > 


the garden corridor, a glass-en- 
closed breezeway, at the hospital 
for one year. A small sign at the 
bottom of the grouping explains its 
source and purpose. At the end of 
the year the grouping is dismantled 


and the photographs are displayed 
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caring for the older patient 


*. . . Undoubtedly, we will find the development of more geri- 
atric clinics in many larger hospitals. We are going through another 
period of isolating a special group—in this instance primarily by 
age—in order to emphasize and to direct attention to their partic- 
ular problem. Then we will spend the next generation integrating 
them with the whole of medicine. 

. (If) the older person is allowed to drift to a state of depend- 
ency, the patient and/or his advisors, turn their thoughts to an- 


‘other institution—another bed so that rest may destroy. The urgency 


and necessity of moving your older patient and keeping him on 
the move must become a conviction filled with zeal—for it is a con- 
tagious condition. If the patient catches it from your staff—and if 
it spreads to family and community, you have done a great work 
—for the individual concerned, for his family as for the whole 
community. 

. “We hear a great deal about the rising cost of hospital care 
and of medical care, broadly, but it’s only the beginning. The total 
cost of medical services is on a rising curve and so it should be. 
Where under the sun has a human being purchased 20 years of life 
so cheaply? 


. It is in the financial interest.and for the psychological wel- 


fare and | believe, for the quality of care also, that the older person 
be kept in the regular stream of medical services that gr€ now oper- 
ating in the community. In this regard we must consider very care- 
fully the development of any new service that is physically, geo- 
graphically or socially separated from a natural or normal place in the 
locality. Let’s not sin again as we did with mental disease, build- 
ing in isolation out in the country, and-subjecting our aged to the 
‘out of sight, out of mind’ answer. From an even more practical view- 


point, if we don’t begin modestly with what we now have, a good 


service for aged will be a long long time in coming . . .‘“Y——Leonard 
O. Bradley, M.D., administrator, Winnipeg (Manitoba) General Hos- 
pital, at the 58th annual convention of the American Hospital Asso- 
ciation, Sept. 19, 1956, Chicago. 


in the various lobbies and day 
rooms throughout the hospital. 
After three years, plans call for 
the enlargements to be presented 
to the photographers. 

Awards are presented at the hos- 
pital’s annual family night each 
January, when recognition is given 
for all volunteer, employee and 
trustee service throughout the year. 
Silver trophies are given for the 
top 2 entries in each division, hon- 
orable mention medals for the 
next 5, and certificates of merit 
for the other 13 entries in each 
division. 

BENEFITS TO THE HOSPITAL 


A photo contest is nothing new. 
It is perhaps not even unique 
among hospitals, although it is the 
only one on Long Island. We at 
North Shore Hospital feel, how- 
ever, that it has brought us some 
unusual benefits far beyond our 
original expectations for decor. 

1. We have reached a “public,” 
heretofore not interested or well 
acquainted with the hospital, and 
not in any of its other volunteer 
activities. 

2. In addition to providing pic- 
tures to cheer patients and visitors, 
the contest has brought the hospital 
and the community closer together 
by offering local photographers the 
satisfaction of making a worth- 
while contribution to the hospital 
while pursuing their hobby. 

3. In the contest publicity, we 
had an opportunity to develop new 
media, where we could build more 
good will towards the hospital. 

4. In making “exposures” for 
the hospital, photographers were 
also.*‘exposed”’ to it! Favorable im- 
pressions and attitudes developed 
through visits, meetings and other 
contacts during the contest will, 
we hope, result in greater under- 
standing of the hospital’s functions, 
problems and needs. The names 


of all participants are added to 
‘our regular mailing list for future 


publications and news bulletins. 

5. We are pleased to report that 
we have received several offers to 
supply movie and/or slides pro- 
grams to entertain patients, hospi- 
tal publicity photos for Community 
Chest drives, and special photogra- 
phy exhibits and photographic dec- 
orations for our annual hospital 
benefits, such as the Spring ie 
and Autumn Ball. 


HOSPITALS, J.A.H.A. 


| 

| 

J 


 Knemol makes giving 
enemas an easy chore” 


It used to be that preparing and giving those routine 
enemas topped my list of “Most Unpleasant Nursing Chores.” 
But, with Enemol — it’s so much easier and faster that 

I don’t mind it nearly as much. 


The thing I like best about Enemol* is that there’s no 
equipment to assemble or solutions to mix. Better yet, 
there’s no messy equipment to clean up afterwards because 
you just throw the used container away. That means as 
much as 20 minutes saved — to spend doing something else. — 


_ Enemol is the only disposable enema I know of, witha 
shut-off valve you can easily open and close with a simple 
twist. You can even clear air from the tube before inserting. 
The tube, with its soft round top, is just stiff and long enough 
(6 inches) to insert easily without hurting the patient. 


Having an enema is never pleasant, but Enemol makes it 

a lot less uncomfortable for the patient to fake. That’s because 
there are only 4% ounces of fluid instead of the usual quart. 
And for routine enemas, this time-proven phosphate 
solution really does a better job than soap suds. 


Enemol disposable Enema Unit *- 


e Saves nursing time 
e Reduces expense 


e Increases patient comfort ( ( 


- Packed in easy-to-handle cases of 24; 4% oz. units. 


Cote 


fine pharmaceuticals for 60 years 


CUTTER Laboratories 


BERKELEY, CALIFORNIA 


*TM 
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the Victory Memorial Hospital in 
Waukegan. “It is to the hospital’s 
advantage,” she says, “to have 
such an organization to relieve us 
of the responsibility of finding 
blood when our patients need it.” 


DELAWARE’S BLOODLESS BLOOD BANK 


A little less than two years ago 
a completely bloodless blood bank 
began operations in Delaware, and 
the idea behind this bank is being 
widely studied as a possible pat- 
tern for national development. At 
present the plan, with nearly 19,- 
000 family unit subscribers, covers 
about 75,000 individuals through 
the blood banks in the nine Dela- 
ware community hospitals. Early 
financial problems kept the promo- 
tion budget too low, or the plan’s 
officials believe coverage now 
would be far greater. These prob- 
lems now are being overcome. 

A member of the Blood Bank of 
Delaware pays annual dues of $1. 
When he first signs up, he pays 
an additional $1 as an enrollment 
fee, making the initial cost $2, with 
$1 a year dues thereafter. This fee 
covers the entire family. The sub- 
scriber or his family agrees to do- 
nate a pint of blood when called 
upon to do so, once every few 
years. When he needs blood and 
is in a hospital in Delaware, that 
blood is furnished to him through 
the hospital’s own blood bank, and 
the member pays nothing for the 
blood. He merely pays the hospi- 
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(Continued from page 50) 


tal’s fee for cross-matching and 
administration. The hospital blood 
bank notifies the Blood Bank of 
Delaware, which calls upon other 
subscribers to go to the hospital 
and replace this blood. The Blood 
Bank of Delaware provides the 
hospital with two pints of $lood for 
each pint administered to its mem- 
bers. 

This blood bank, then, does not 
actually draw blood or handle it 
in any way. It merely acts as the 
supplier for hospital blood banks 
and may be said to be truly a 
“walking blood bank.’ The hospi- 
tals draw, process, store and ad- 
minister all the blood. The Blood 
Bank of Delaware simply «takes 


over from the patient the responsi- — 


bility for providing donors to re- 
place the blood he received, at a 
two-for-one ratio. This two-for- 
one replacement gives the hospitals 
extra blood for indigent patients 
and also allows a safe margin for 
spoilage and outdating. The blood 
bank does not type members in 
advance, but as it learns of rare 
blood types among its subscribers, 
it keeps these on file for ready 
reference. 

The plan also covers subscribers 
anywhere in North America while 


on brief trips outside of Delaware. 


SOLVING FINANCIAL PROBLEMS 


For the first year or more of its 
operation, the plan charged only 
the $1 annual dues, and it was only 
recently that the extra $1 enroll- 


ment fee was put into effect. Be-- 


cause the program operated for 
several months on inadequate fi- 
nancing, the four community hos- 
pitals in Wilmington’s New Castle 
County agreed to help out finan- 
cially on a temporary basis. These 
hospitals are now paying the Blood 
Bank of Delaware $3 per pint for 
each unit of blood put into their re- 


ting membership of 


‘pag a look at blood assurance 


frigerators by members of the plan. 
This arrangement is expected to 
continue through November 1957, 
at which time it is hoped that the 
enrollment fees and annual dues 
will be sufficient to carry the pro- 
gram financially. 

Frank Gallagher, who. served as 
executive director of the Blood 
Bank of Delaware until April 1 . 
of this year, believes that if the 
enrollment fee had been in effect 
from the beginning the plan would 
have been completely self-support- 
ing and would not have had to ask 
hospitals for temporary help. 

The program will begin its third 
year on May 16. Mr. Gallagher re- 
ports that more than 80 per cent 
of the first year’s subscribers re- 
newed their membership for the 
second year, and he expects the 
renewal rate to remain high. Asked 
about the effect of the $2 initial 
cost upon recruitment of new 
members, Mr. Gallagher said the 
higher cost makes it easier to sell, 
rather than more difficult. ‘People 
thought it was too cheap before,” 
he said, ‘“‘and figured there must 
have been something wrong with 

When the Delaware blood pro- 
gram got under way, it was origi- 
nally restricted to residents of Del- 
aware. Now, however, a conditional 
contract is being offered, permit- 
individuals 
who work in Delaware but live 
in adjacent states. This contract, 
however, applies only if the sub- 
scriber or his dependents are hos- 
pitalized inside the state of Dela- 
ware. 

The success of such a program 
depends upon a large membership. 
Mr. Gallagher said the main thing 
the plan needs now is a concerted 
promotion and selling campaign, 
with an active sales force. Promo- 


‘tion is expensive, and the inade- 
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The better-tolerated salicylate for hospital patients 


When patients complain of headache, or other ee 
minor aches or pains, BUFFERIN gives fast relief but | | 
seldom causes gastric upsets, even in large doses.’ 7 

Although arthritic patients are markedly more | | 
susceptible to straight aspirin than the general | 
population, they tolerate BUFFERIN well.’ | | 

| | BUFFERIN is easy to dispense when you use the | 

Each BuFFERIN tablet contains 5 grains acetyl- | convenient Hospital Package—250 individual —| 

salicylic acid plus the antacids magnesium carbon- | two BUFFERIN tablets. Economical, too. Each | 
ate and aluminum glycinate. dose costs you only 11/4 ¢. 


BUFFERIN contains no sodium. References: 1. Ind. Med. 20:480, 1951. 2. J.A.M.A.: 158:386 (June 4) 1955. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N.Y. 
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quacy of operating funds which 
plagued the program during its 
first year or so prevented the kind 
of publicizing and selling that 
should soon be possible now that 
the plan appears to be on the road 
to solvency. 

On April 1 the bloodless Blood 
Bank of Delaware moved its offi- 
ces into a six-room suite at 1015 
Washington Street in Wilmington. 
Up until then it had been housed 
in a room provided by the public 
relations firm which Mr. Gallagher 
operates as his main occupation. 
Mr. Gallagher resigned as execu- 
tive director of the plan as of 
April 1 because he feels it is now 
ready for full-time direction. He 
expects to continue to handle pub- 
lic relations and advertising for 
the plan. 

This program of the Blood Bank 
of Delaware has evoked acclaim 
from the hospitals, doctors and 
citizens of the state. Richard R. 
Griffith, director of the Delaware 
Hospital in Wilmington, believes 
that the program is a very good 
thing and has great potential, not 
only in peacetime but as a blood- 
procurement agency in the event 
of disaster. 

“The most enduring place I 
know of to store human blood,” 
Mr. Griffith says, “‘is in the human 
body.”” Through an organization 
such as this, he feels that blood 
can be brought out of “storage” 
and put to use quickly when it 
is needed. 

The Blood Bank of Delaware 
still provides only a fraction of 
all the blood used in that state, 
but with increased promotion and 
increased enrollment its backers 
believe it could handle virtually 
all the blood needs of the people 
of Delaware. 


WORDS OF ADVICE 


Mr. Gallagher has a few words 
of advice for anyone planning such 
a program in another state: Go to 
the most responsible people in the 
community for support. Make your 
governor the honorary chairman. 
Get the leaders of your state gov- 
ernment, medicine, business and 
industry, the press, the Red Cross, 
labor, religious and other influen- 
tial groups on your original board. 
See that the auspices under which 
it is founded are such that it has 
impeccable professie2s” com- 
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munity endorsement. Be prepared 
to do a big public relations and 
selling job. 

As for financing, Mr. Gallagher 
says that if he were starting over 
again, the only change he would 
make would be to start the $1 en- 
rollment fee from the very begin- 
ning. That, plus the annual $1 dues, 
he says, should provide adequate 
income and eliminate the need to 
ask the hospitals for help. 


NEW YORK STATE VENTURE 


In New York State a blood as- 
surance program was begun a few 
years ago and promptly ran into 
trouble with the Red Cross, with 
hospitals, with doctors and with 
the state insurance commissioner. 
This is ordinarily enough to sink 
any plan, and it almost killed the 
New York program. After some 
fence-mending and revamping of 
organization, however, the program 
is now trying to get back on its 
feet, this time without the words 
“Insurance” or “assurance” (the 
state insurance commission halted 
that) and without individual en- 
rollment (the insurance commis- 
sion insists upon group enrollment 
only for this plan). Its future is 
still in doubt, particularly in the 
New York City area, where it has 
never really gotten off the ground. 

The plan had been the child of 
the Blood Banks Association of 
New York State, a group independ- 
ent of but responsible to the state 
medical association’s Blood Banks 
Commission. It operates on the 
principle of a limited predeposit of 
blood. The plan is coordinated 


through a central office in New — 


York City, but all blood is han- 
dled by existing hospital blood 
banks. Briefly, here’s the way. the 
plan works: 

A hospital blood bank wishing 
to participate contacts the central 
office, which sends a representative 
to that hospital’s community to 
organize and promote the plan. 
Groups of subscribers sign up by 
agreeing to provide blood when 


called upon to do so. Each sub-_ 


scriber might represent several 
others in his family. After the exact 
size of the group (including par- 
ticipating dependents). is deter- 
mined, 10 per cent of the group 
is asked to make an initial con- 
tribution of blood. This initial do- 
nation is scheduled by the hospital 


and might be spread over a one- 
year period. These covered indi- 
viduals, then, are members of one 
particular hospital’s blood bank. 
When one of them is in that hos- 
pital and needs blood, he is as- 
sured four pints in one year, at 
no cost (other than the hospital’s 
cross-matching and administration 
fee). A record of his use of blood 
is sent to the New York City office. 
If he is in a hospital other than 
the one to which his group belongs, 
the New York City office arranges 
reimbursement of the bank which 
provided the blood. This is done 
through the North East District 
Clearing House, and a small trans- 
action fee is charged. Some hospital 


- blood banks might give subscribers 


more than four pints of blood in 
a year if they have it available and 
want to do so, but they do not have 
to give more than four under. the 
plan. 

Participating hospital blood 
banks agree to pay the Blood Banks 
Association of New York State $3 
for each donor recruited as a mem- 
ber of the Community Blood Pro- 
gram for the first year of operation — 
and a renewal fee of $3 for each 
donor for the second year of oper- 
ation. The blood banks association 


allocates 50 cents for each donor 


to a Blood Resources Fund, used to 
assist indigent patients:or in the 
event of an unusual call for benefits. 
made by blood program members. 

The New York program was ac- 
claimed initially as a good solution 
to the problem of furnishing blood 
to persons who needed it, with the 
added advantage of keeping hospi- 
tal blood banks well stocked at all 
times. But the plan soon ran into 
troubles. Although a pilot program 
in upstate Genesee County had 
hospital cooperation and worked 


well, an admittedly premature at- 


tempt was made to transplant the 
idea, lock, stock and barrel, into 
the New York City metropolitan 
area. This was compounded by a 
failure to bring metropolitan hos- 
pitals into the planning and policy 
phases of the program. This under- 
standably did little to assure hospi- 
tal support. The Greater New York 
Hospital Association opposed the 
idea on the grounds that any blood 


“program for New York City should 


be a community-sponsored pro- 
gram, not a medically sponsored 
program, and should have commu- 
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THESE CIBA TRAINING AIDS CAN HELP YOU 


To obtain any of the numerous informational and teaching aids produced by CIBA, please 
write to the particular departments noted below. 


Booklets, brochures and reprints concerning CIBA prod- 
ucts will be sent free of charge on request to the Medical 
Service Department, CIBA, Summit, New Jersey. In addi- 
tion, three volumes of particular interest from THE CIBA 
COLLECTION OF MEDICAL ILLUSTRATIONS by Frank H. Netter, 
M.D.—Vol. 1, Nervous System* ($7) ; Vol. 2, Reproductive 
System ($13); and Vol. 3, Part III, Liver, Biliary Tract 
and Pancreas ($10.50) —may be obtained by sending check 
or money order to Publication Department, CIBA, Summit, 
New Jersey. 

“3rd printing, including Supplement on the Hypothalamus. 


AL SLIDES” 


. 
‘ 
- 
* 


An extensive library of colored anatomical slides (art — 
work by Frank H. Netter, M.D.) is available for loan or 
purchase. A complete list of the slides may be obtained 
by writing the Publication Department, CIBA, Summit, 
New Jersey. 


SCIENTIFIC DISPLAYS 


The latest scientific information on products manufac- 
| | i “ 3 tured by CIBA is presented in exhibit form for the bene- 
fit of staff doctors—without interference with hospital 
routine. You may write to the Hospital Sales Department, 
CIBA, Summit, New Jersey, requesting a display on a 
convenient date. 


A library of 16 mm. medical films, some in color, with 
sound may be borrowed to be used as teaching aids for 
nurses, residents and internes, or as part of refresher 
courses and staff meetings. If you wish, projection equip- 
ment and a qualified operator will be provided without 
charge. A list of film titles is available from the Hospital 
Sales Department, CIBA, Summit, New Jersey. 


Booking Arrangements for Films: Please make requests at least 
3 weeks prior to showing date to the nearest office of distributing 
agents— 
IDEAL PICTURES CORPORATION 
East —233-239 West 42nd Street, New York 36, New York. 
Tel.: LAckawanna 4-0916. 3 
Central—58 East South Water Street, Chicago~1, Illinois. 
Tel.: FInancial 6-5245. 
South—18 South Third Street, Memphis 3, Tennessee. Tel.: 37-4313. 
West —2161 Shattuck Avenue, Room 29, Berkeley 4, California. 


A Tel.: THornwall 3-6464. 
SUMMIT, N. J. 2/241718 'Hawaii—1370 South Beretania Street, Honolulu, T. H. Tel.: 65336. 


APRIL 16, 1957, VOL. 31 | | 59 


* 


New impressive 


New distinguished 


THE 
BECK-LEE 


DIRECT-WRITING 
ELECTROCARDIOGRAPH 


MORE THAN EVER, the 
Beck-Lee Cardi-all is truly a 
superior EKG instrument. 
New, exclusive Lifetime- 
Guaranteed Standardization 
Cell and Solid Mahogany 
Cabinet add prestige and last- 
ing accuracy to its already 
famous features: 

e Clinical Accuracy 

@ 10-Second Paper Loading 

e Simplicity of Operation 

@ Light-weight Portability 

e Automatic Controls 

@ Paper Compartment Light 


Realistically Priced at only $595 


Ask for a demonstration. 
Mail the Coupon Today! 


BECK-LEE CORP. 


630 W. Jackson Bivd., Chicago 6, U.S.A. 


Please arrange a Cardi-all demon- 
stration without obligation, on 


Date Time 
Name 

Address 

City. State 


H-457 
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nity and hospital representation on 
the board of directers. 

The Greater New York Hospital 
Association also felt that as or- 
ganized, the program would be 
unable to handle the volume of 
potential subscribers in the metro- 
politan area. Hospitals further 
questioned the actuarial sound- 
ness of the plan and asserted that 
this in effect put each participating 
hospital in the insurance business, 
at best a complicated question of 
legality. 

The Red Cross had a representa- 
tive on the plan’s- board of direc- 
tors, but he soon resigned because 


of disagreement with the program’s 


policies. 

The state insurance commission- 
er then came into the picture and 
made a lengthy study, and for sev- 
eral months last year the program 
stood virtually motionless. In the 
meantime the initial enthusiasm 


waned, and only a small percentage 


of the state’s blood banks expressed 
a willingness to participate. Indeed, 
even before the insurance commis- 
sion intervention, the program had 
been such a disappointment that 
the Medical Society of the State 
of New York in May 1955 seriously 
considered abandoning the whole 
project. At that time, two years 
after the program had been started, 
the society’s house of delegates was 
told that there were then only 
around 6,000 to 6,500 individuals 
covered by the plan in the entire 
state—a state with a population of 
almost 15 million. The house of 
delegates was also told that the 
total deficit through 1954 amounted 
to $34,600, and that in the first 
four months of 1955 an additional 
deficit of $24,628 had been in- 
curred.4 

Early in 1956 the Greater New 
York Hospital Association formed 
a community-based Blood Program 
Committee, headed by Dr. August 
H. Groeschel of the New: York 
Hospital. This committee recom- 
mended that a detailed study be 
made of all matters related to blood 
procurement, distribution and 
utilization in the New York met- 
ropolitan area. The New York 
Academy of Medicine, through. its 
Committee on Public Health, 
agreed to conduct the study. The 
Blood Banks Association of New 
York State is participating. Grants 
totaling $36,750 were obtained from 


: charges for blood, 


three foundations, and a manage- 
ment consulting firm was engaged 
to do the fact-finding. Some of the 
major topics being looked into in 
this study are: 


1. Continuing recruitment of an 
adequate number of blood donors. 

2. Replacement ratios and cash 
in view of the 
growing demand for standardizing 
such ratios and charges at the most 
equitable levels for all concerned. 

3. Maintenance of adequate sup- 
plies and reserves of blood of rare 
types and subgroups. 

4. Coordination of of 
bleod banks. 

5. Plans for meeting local civil 
disaster needs. 

6. Standards for 
operation. 


Later this year the study group 
is expected to issue its report. Hos- 
pital, medical, community and 
blood bank leaders in New York 
and throughout the nation are 
awaiting its findings and recom- 
mendations with eagerness. 

They must be studied along with 
the experience to date of the ex- 
isting blood programs — the Red 
Cross, the Southwest Blood Service 
Plan, the Rockford, Waukegan and 
Kenosha plans, the Delaware blood 
program, the trouble-beset New 
York State program, and such’com- 
munity blood bank ideas as those 
in Milwaukee, Minneapolis and San 
Francisco. | 

Further, the Joint Blood Council 
is now conducting a nation-wide 
survey of blood procurement and 
distribution experience and facili- 
ties, financed by a Public Health 
Service grant.! When the results of 
this survey are made, known they 
will add materially to the knowl- 
edge that is essential to planning 
a unified national blood program, 
if such a program is desired. In 
such perspective, the forthcoming 
New York City report might con- 
stitute a big step toward coordi- 
nated effort in this aspect of hos- 
pital medical care. 


blood bank 
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new!!...a colorimetric tablet test for 


Albut st 


REAGENT TABLETS BRAND 


entirely new concept ALBUTEST detects protein by a blue color change on the yellow 
tablet surface instead of by the usual estimation of degrees of turbidity. ALBUTEST 
permits use of a color guide which—for the first time—provides points of reference for 
: securing standardized results. 
unaffected by urine turbidity Filtration or centrifuging not required. 
: sensitive and specific ALBUTEST detects clinically significant albuminuria—does not 
react with normal urines or with any urine constituent other than protein. 


reproducible results Standardized reagent tablets, technic and color guide assure relia- 
bility of results even by individuals unfamiliar with the method. 


economical and convenient No test tubes, reagent bottles, burners or other equipment 
needed. Saves personnels’ time usually lost in ordinary testing and in cleaning of 
equipment. Simple—only a few seconds and an ALBUTEST Reagent Tablet needed. 


Compare with color 
guide 


One drop urine on 


ALBUTEST Tablet Two drops water 


Available: Bottles of 100 and 500. 


AMES COMPANY, INC ¢« ELKHART, INDIANA 
~ Ames Company of Canada, Ltd., Toronto 


3705? 
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purchasing 


IGH STANDARDS in hospital 

housekeeping can ease the 
work of every hospital department, 
have a beneficial effect on employee 
morale and public and patient re- 
lations, and can even prolong the 
life of the building. 

It is logical that close coopera- 
tion between the purchasing and 
housekeeping departments in the 
selection of supplies and equip- 
ment will help the housekeeper 
maintain this high standard of 
cleanliness and order. On closer 
inspection, the connection between 
the housekeeping and purchasing 
departments becomes even firmer. 

In an analysis of the financial 

statement of the housekeeping de- 
partment, one might see a break- 
down of expenses something like 
this (figures will vary slightly with 
each institution): 
Salaries & wages....$7,000 17.8% 
Supplies & expense 700 7.8% 
Other (linen, bed- 

ding, equipment) 1,300 14.4% 


TUTALS $9,000 100°; 

After analyzing the financial 
statements, the housekeeper may 
decide that the amount spent by 
the hospital purchasing department 
is sO insignificant that it would be 
better to concentrate on lowering 
the cost of labor, because it is 75 
to 80 per cent of the total expendi- 
ture. In the attempt to lower the 
cost of labor it will be found that 
this cost is controlled by three 
major factors: (1) employee train- 


Jack B. McCord is purchasing agent at 
University Medical Center, Jackson, Miss. 
This article is based on material presented 
at the Institute on Hospital Housekeeping 
Jan. 22-24, 1957, at the medical center. 
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how quality-wise purchasing 


by JACK B. McCORD 


The purchasing department can be 
one of the housekeeper’s closest allies 
in achieving her aim of high house- 
keeping standards if there is close co- 
ordination between the two departments 
in testing and purchasing housekeep- 
ing supplies and equipment. A buyer 
who considers price only may increase 
housekeeping costs through accepting 
inferior products that increase labor 
expense. Mops, brooms, and brushes, 
for example, are of many qualities 
and must be chosen to suit the specific 
job. In choosing waxes, consideration 
should be given to. man-hours con- 
sumed in their application and up- 
keep. Immediate availability of  re- 
placement parts is a factor in the 
choice of janitor’s carts, linen carts, 
and similar items. 


ing; (2) supervision; and (3) sup- 
plies and equipment used. Thus we 


find that purchasing also plays a: 


part in housekeeping labor costs. 
A buyer who takes nothing into 
consideration but the price might 
have this effect on the housekeep- 
ing department budget: 
Salaries & wages...... $8,000 84% 
Supplies & expense.. 500 5% 
Other (linen, bed- 
ding, equipment). 1,000 11% 


TOTALS ./..2. $9,500 100°; 

The purchasing officer has de- 
creased housekeeping supplies and 
expense accounts, but in doing so 
he has increased labor costs 14 per 
cent. Any decision made on pur- 
chasing must be carefully weighed. 
A purchasing officer must remem- 
ber that all decisions have an ef- 
fect on the using department. The 
purchasing department makes its 
contribution to the institution by 


lowers housekeeping expense 


setting up sound purchasing pro- 
cedures. 

What are sound purchasing pro- 
cedures for housekeeping supplies 
and equipment? Here are some im- 
portant ones: 

1. Close working relations be 
tveen the buyer and the using de- 


partment are of first importance. 


The housekeeper should keep the 
purchasing officer informed on all 
problems arising in connection with 
supplies and equipment. used. The 
purchasing officer likewise should 
consult with the housekeeper be- 
fore making decisions. 

2. Hasty decisions on any item 
purchased should be avoided. Ana- 
lyze each product carefully, select- 
ing only those: items that will do 
the job. | 

3. Only recognized manufactures 
and supplies should be purchased. 
The product is only as good as the 
firm offering the article. 

4. Purchasing should be carried 
out on a competitive. bid basis. 
Buying on a competitive bid basis 
carries certain advantages: (a) 
There is a wide selection of brands 
and prices from which to choose; 
(b) prices usually are more com- 
petitive on a bid than on informal 
quotations; (c) in buying on bid 
it is necessary to anticipate needs 
further in advance, thereby pro- 
moting more thoughtful planning 
of the purchasing program; and 
(d) buying on bid creates a neces- 
sity for becoming more familiar 
with products on the market. 

In order to buy on a bid basis 
it is necessary to know the product 
and know what the product must 
do. In purchasing any item the 
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"Troy's laundry planning and machinery 


saved $50,000 on our hospital expansion.” 


“It’s the new laundry room we didn’t have to 
build that saved us over $50,000,” reports R. E. 
Stone, assistant administrator of St. Francis Hos- 
pital, Wichita, Kansas. The new hospital. wing 
increasing capacity from 535 to 735 beds seemed 
to demand an expensive new laundry room. But 


‘Troy planning engineers and Mr. Stone simply 


redesigned the old laundry for more efficient work 
flow ... and added new work-saving Troy 
machinery to handle the capacity. 


“Now,” Mr. Stone says, “the new laundry has 
* 35 more capacity — without increasing our 


LAUNDRY MACHINER 


EAST MOLINE, ILLINOIS 


"World's oldest builders of power laundry equipment’ 
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staff!” The new Troy Fullmatic® ‘“Slyde-Out” 
Washer permits automatic soaking of blood- 
stained linens . . . and thus releases one employee 
for other duties. Additional labor savings are 
resulting from other new automatic Troy ma- 
chinery —the Speedline Flatwork Ironer, the 
Olympic dump-type Extractor and the Fleximatic 
Air-Jet® Folder. 


This hospital made initial savings and operational 
savings by contacting Troy in the early laundry- 
planning stages. Find out about Troy’s free plan- 
ning service for your laundry. 


MAIL COUPON FOR DATA ~~~ 


TROY LAUNDRY MACHINERY, Dept. H-457. 

Division of American Machine and Metals, Inc. 

East Moline, Illinois 

( ) Give me details on Troy’s free laundry planning service. 


( ) Send me a free catalog on Troy 
(STATE TYPE OF LAUNDRY MACHINERY) 


HOSPITAL 


ADCRESS 


ciTY ZONE STATE 


ATTENTION MR. 
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purchasing officer must have a 
working knowledge of both the 
tools and the job. There are many 
different kinds of cleaning jobs and 
for each job there is usually a tool 
designed to-do that job. Brooms, 
brushes and mops are important 
items used in housekeeping pro- 
cedures. In the selection of these 
items, several factors must be 
taken into consideration: 

1. Type of floors. Floors can be 
classified as rough, smooth, and 
fine. Each surface takes a differ- 
ent broom. 

2. Type of dirt. Dirt can range 
from fine dust to metal chips or 
scraps. Again, it may be wet or 
liquid. Each type of debris requires 
a broom with special brush com- 
position. 

3. Working conditions. Is the area 
open, or is it’ broken up by desks 
or other equipment? Is it neces- 
sary to clean underneath these 
obstacles? These questions must be 
answered before brushes are pur- 
chased. | 

4. Type of personnel. Wil! the users 


.of these tools be men or women? 


Are they strong and young or are 
they elderly? 


CLEANING TOOLS 


In view of the above statements, 
it is obvious that each housekeeper 
has problems peculiar to her own 
institution. It would be impossible 
to give specifications for brushes, 
brooms, and mops that would be 
appropriate for every job, but here 
are a few general suggestions: 

Brushes. 1. Check the brush mate- 
rial carefully. Inspect for ample 
material by holding the brush up 
to a light. If light shows through, 
there is probably insufficient ma- 
terial in the brush. Check the in- 
dividual fibers for quality and 
length of trim. The fibers are diffi- 
cult to pull out by hand if the 
brush is correctly made. 

2. The. brush block should be 
dense, straight-grained, polished 
wood. Inspect for splits between 
tuft holes. 

Brooms. 1. Make sure the broom 
is the correct sfze, weight and tex- 
ture for the job. 

2. Avoid the use of corn brooms 
on wet or oily surfaces. Broom 
corn has pith centers, hence ab- 
sorbs water and rot easily. 

3. Check the binding that holds 
the broom in shape. If the twine 
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is too tight it will snap easily and 
ruin the broom. Brooms used for 
heavy work should have wire bind- 
ings. 

4. Check the individual fibers in 
fiber brooms. They should not pull 
out. They should be flexible, not 
brittle or easily snapped. 

5. Only straight-grained sea- 
soned hardwood handles should be 
used. 
Mops. 1. Make sure that the size, 
weight and combination of absorb- 
ency and durability are suited to 
the particular job. , 

2. Check the individual. strands. 
If there are tiny spots of discolora- 


tions, the strands are not top-grade 


cotton. Such strands do not rinse 
well, rot easily, and shed on the 
floor. 

3. Mop heads should be easily 
removed for laundering. Handles 
with spring wire clamps make this 
operation easier. 


WAXES AND CLEANERS 


Wax. Page upon page of specifi- 


cations could be written on wax, 
but they would be of little value 
because seldom is there a hospital 
staff member who is able to deter- 
mine whether a sample submitted 
meets written specifications. 

Wax has a threefold purpose: to 
keep the floor maintenance labor 
cost low, to beautify the floor, and 
to protect: the flooring surface. No 
manufacturer has the uniform floor 
wax which will produce optimum 
results in all properties on all types 
of floor. Since most institutions 
have several types of flooring sur- 
faces, a water emulsion wax is 
generally used throughout. 

Specifications—A general speci- 
fication on wax on which selections 
can be based might be as follows: 

The wax shall be a water emul- 
sion carnauba wax containing 12 
per cent solids by weight. It shall 
dry to a smooth uniform film with- 
in 20 minutes. The film shall not 


be soft and tacky when tested four — 


hours after application, and shall 
be resistant to water spotting and 
wet traffic. The wax shall be slip 
resistant and shall be easily re- 
moved. All drums purchased shall 
be factory shipped .and_ factory 
sealed. 
The above specification is suffi- 
cient to give all vendors the exact 
quality of wax desired, but the 
final selection should be based on 


performance tests. In making per- 
formance tests, the following points 


‘should be checked in addition to 


those brought out in the specifica- 
tions: Is the wax easy to apply? 
Ts the wax easy to buff? In work- 


ing with this wax, are man-hours 


consumed within reasonable limits? 
Waxes that meet hospital speci- 


fications but také unnecessary man- 


hours for complete floor protection 
and beauty are not good buys. In- 


sisting that all drums are factory 
sealed and factory shipped is in- 


surance that the product received 
is the same product that left the 
factory. A wax with 12 per cent 


‘solids is generally considered suit- 
_able for most areas. A housekeeper 


may want to use an 18 to 20 per 
cent wax on areas that have very 
heavy traffic. 

Cleaners. ‘Cleaners can contain 


either soap or synthetic detergents. 


The synthetic detergent has in 
many cases replaced soap cleaners; 
however, judgment as to which 
type of cleaner has. greatest merit 
will not be attempted here. Gen- 
eral specifications for both types 
of cleaner will be given, leaving 
the decision as to which is most 
satisfactory to the individual pur- 
chaser. 

Specifications (detergent )—The 
cleaner shall be a concentrated 
liquid synthetic detergent for use 


in cleaning all types of floors. It. 


shall be fast cleaning, free rinsing, 
shall leave no film and shall be 
harmless to floors. For general 
cleaning, the maximum dilution 
shall be 50 to 1; for stripping old 
‘wax, 10 to 1. All drums received 
shall be factory shipped and fac- 
tory sealed. 

Specifications (soap )—The clean- 
er shall be a concentrated neutral 
cleaner made from pure vegetable 
oil and shall contain no free alkali, 


acids or abrasives. For genera! 


cleaning, a maximum dilution shall 
be 128 to 1; for stripping old wax, 
32 to 1. All drums received shall 
be factory shipped and _ factory 
sealed. (The neutrality of a cleaner 
¢an be tested by using pH paper. 
An indication of 7 on the scale is 
considered neutral. A cleaner that 
is closest to neutral should be pur- 
chased. ) 

. Floors that have been saturated 
with alkali through prolonged use 
of improper cleaners will reduce 
the water resistance, gloss, slip 
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The administrator is proud of himself. And 
rightly so. Just got an additional operating 
room. Lucky, you say? Not at all. He knows 
when — and how — to get better facilities from 
figure facts. 


How did he-do it? He started the year by 


forecasting the medical and surgical patient 
load he could expect over the 12 month period — 


| — plus the facilities required to service these 
. | patients. He then utilized his monthly reports 
for evaluating that forecast. : 


With these on time reports he discovered 
that surgical patients were accounting for a 


*A paper delivered by 
John L. Mayer, Jr., 

at an A.A.H.A. conference, 
Orlandé, Florida 


McBEE 


progressively greater percentage of the load” 
than anticipated. Thus he knew that should 
the increase continue as indicated, surgical 
facilities would have to be expanded. Result: 
the administrator was in a position to factu- 
ally advise the board to provide for a needed 
operating room — in time.. 


This is but one example of how proper figure 
facts can point up situations that demand 
administrative action. For further evidence, 
write to us today for your complimentary copy 
of “Better Patient Care Through Administra- 
tive Controls.’’* 


Better patient care 


through administrative controls 


The McBee Company, Athens, Ohio 


Division of Royal McBee Corporation ¢ Offices in principal cities 


In Canada: The. McBee Company, Ltd., 179 Bartley 
Drive, Toronto 16, Ontario 
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resistance, durability and other 
qualities of the wax. The final 
selection of cleaners should be 
based on performance tests. 


MAJOR EQUIPMENT 


Floor polishing machines. Floor ma- 
chines represent a large investment 
for an institution. Accounting au- 
thorities say that floor machines 
have a life of 10 years for purposes 
of depreciation. The purchase price 
ranges from $150 to $450, depend- 
ing on the size and purpose of the 
machine. In view of these facts, 
it is wise to give considerable 
thought to the selection of these 
machines. 

If more than one machine is be- 
ing purchased at a time it probably 
would be wise to purchase all ma- 
chines from one manufacturer. This 
does not necessarily mean that 
they should be of the same make 
as others already in use at the in- 
stitution. Most floor machines are 
of similar design and construction, 
and an experienced operator can 
use one make as well as another; 
therefore, no labor or training 
problems are created by using ma- 
chines made by different manufac- 
turers. Although standardization of 
equipment is desirable in an insti- 
tution, one must not lose sight of 
the fact that there is usually more 
than one satisfactory machine to 
do a job. 

Prices quoted by manufacturers 
or distributors vary with each bid 
or quotation. At times the price 
quoted will depend on recent sales, 
inventory on hand, and the advan- 
tages the company may see in in- 
troducing its equipment into an 
institution. 

There are two basic types of floor 
polishing machines: the concen- 
trated weight type and the divided 
weight type. Divided weight ma- 
chines are those in which the 
weight is divided between the 
wheels and the brush; they are 
operated with a forward and back- 
ward motion. A distinct advantage 
of this type is that it can reach 
under desks and other furniture 
to a greater extent than can the 
concentrated weight type. 

Concentrated weight machines 
operate with the entire weight of 
the machine resting on the brush. 
This type of machine appears to 
be the most popular model with 
men because of its speed, maneu- 
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verability, and self-propelling ac- 
tion. 

Choosing the proper size ma- 
chine is of basic importance. Ex- 
perts suggest that the following 
table be used: ie 


Floor space Machine size 


(square feet) (inches) 
up to 2,000 12 
2,000 to 5,000 14 
5,000 to 10,000 16 
more than 10,000 19 or 22 


Specifications (for 16-inch ma- 


chine) — Floor polishing machine 


shall be a 16-inch machine and 
shall have a factory-sealed perma- 
nently lubricated gear unit, 100 
per cent bearing-equipped shafts 
and gears, a motor with sealed 
bearings and no brushes, a rubber 
bumper around the base of the 
machine, sturdy wheels of non- 
marking rubber, a heavy-duty axle 
to prevent sagging and wheel 
spread, an underwriters-approved 
dual-type switch and a three-con- 
ductor cable with a twist lock con- 
nector. 

In addition to the above require- 
ments, it is necessary to make sure 
that electrical requirements of the 
machine can be met in the insti- 
tution. | 


Other Equipment. Other types of . 


equipment to be purchased for the 


housekeeping department are jani- 


tor’s carts, linen carts, mop trucks 
and similar items, each of which 
can be selected from a great vari- 
ety of designs. It is important that 
such rolling equipment be fitted 
with rubber-tired ball bearing 
casters of adequate size. If neces- 
sary, a special caster can be speci- 
fied. Above all, replacement parts 
should be readily available for any 
equipment purchased. : 
Some housekeeping equipment 
items require installation: laundry 
equipment, floor covering, venetian 
blinds, etc. In drawing up specifi- 
cations for a piece of equipment 
that. requires installation, it should 
be plainly stated that the price 


must include complete installation 


and that it is the responsibility of 
the bidder to acquaint himself with 


all problems of installation by vis- 


iting the site. | 
In the purchase of tile, venetian 


blinds, or a painting contract, again 


a complete description of the ma- 
terials should be given. Approxi- 
mate dimensions of the floor, win- 
dows or walls to be covered can 
be given, but it is the responsibility 
of the bidder to arrive at the exact 
dimensions. This procedure will 
prevent mistakes and misunder- 
standings. The executive - house- 
keeper generally is not qualified 
to foresee problems that arise in 
this type of work. ~ 


NOTES AND COMMENT 


Literature available on 
buying housekeeping supplies 


Information contained in the fol- 
lowing publications will be use- 


ful to the hospital housekeeper in » 


choosing supplies and equipment: 

1. Housekeeping management 
and organization for hotels and 
institutions. The Dahls, Stam- 
ford, Conn. $3.. 

2. 200 ways to reduce engineer- 
ing and maintenance costs in 
hotels, hospitals, apartments, 
and institutions. The Dahls. $1. 

3. Materials for the household. 
National Bureau of Standards 
Circular No. 70. Superintend- 
ent of Documents, Washington, 
D. C. 50 cents. 

4. Washing, cleaning and polish- 
ing materials. National Bureau 
of Standards Circular C424. 


Superintendent of Documents, 
Washington, D.C. 15 cents. 

5. Polishes. National Bureau of 
Standards Letter Circular LC- 
753. Washington, D. C. Free. 

6. Care of floors. National Bureau 
of Standards Letter Circular 
LC627. Washington, D. C. 

7. List of inspected electrical 
equipment. Underwriters’ Lab- 
oratories, Chicago. 

8. The new paint, varnish, and 
lacquer catechism. G. B. Heck- 
el. The Paint Industry, Phila- 

delphia. 50 cents. 

9. Paints and varnishes. North 
Dakota Regulatory Depart- 
~ ment Bulletin No. 53, Bis- 
- marck, N. D. 

10. “Floor specifications.” Build- 
and Building Manage- 

ment, Jan. 16,1941. Porter- 
Langtry Co., Chicago. . 
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Photograph: DAVID LUBIN, 
Medical Illustration Service, 
US.V.A. Hospital, 
Cleveland 30, Ohio 


Now... you can record your comments 
on all your films--old or new! 


Wwe the new Kodascope Pageant Sound Projector, 

Magnetic Optical Model MK4, just say it into the 
microphone... then play back, revise and correct, as you 
wish. What’s more, do it any time—on new or old films. 

In fact, you can have both optical and magnetic sound 
tracks. It’s all part of a complete system, and the Pageant 
offers such other. great features as lifetime lubrication... 

_ corner-to-corner sharpness. .. superb tone quality .. 
matchless dependability. List, complete with //1.6 Ektanon 
Lens, 8-inch speaker, and microphone, $795. 


For further details, see your Kodak photographic 
dealer, or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Price is subject to change without notice. 


Serving medical progress through Photography and Radiography 
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Soup bases and seasonings (8B-1) 


Manufacturer's description: Four new 
soup bases and seasonings are the 
first of a new line of products 
developed for institutional use. 
Packed in glass jars, the soup bases 
and seasonings are chicken flavor 
with chicken fat, chicken with 
chicken meat, beef flavor and onion. 


Only boiling water need be added 
to make soup. General Foods, Dept. 
H, White Plains, N. Y. 


Unique ball-point pen (8B-2) 

Manufacturer's description: This new ball- 
point pen is suitable for general 
office use as well as for all repro- 
duction work. The ink is perma- 
nent, instant drying, and is non- 
transferable making it suitable for 
ledgers and legal documents. It 
can be used for photocopy and 
photographic reproductions and for 
making offset masters. The “ball- 


» If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Depariment of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRCDUCT NEWS 


Soup bases and seasonings (8B-1) 
Unique ball-point pen (8B-2) 
Room air conditioner“filter (8B-3) 
‘Anybed’ fracture frame (8B-4) 


PRODUCT LITERATURE 


_Waste and drainage systems (8BL-1) 
Training employees (8BL-2) 
Hospital laundry equipment (8BL-3) 
Radiation safety (8BL-4) 


NAME and TITLE 
HOSPITAL 


ADDRESS 


(Please type or priat in pencil) 


68 


and sufiily review 


bearing”’ contact with spirit master 
permits deep, uniform impression. 
As a rolling’ stylus, it prevents 
tearing of the stencil masters. The 
Fisher Co., Dept. H, 7333 W. Har- 
rison St., Forest Park, Ill. 


Room air conditioner filter (8B-3) 
Manufacturer's description: This new 
product requires no frame or other 


support because of its inherent ri- 
gidity. One size can be cut to fit 
any of the more than 600 sizes and 
models of. room air conditioners 
produced to date. It cuts easily 


Plastic tourniquet (8B-5) 

Disposable crib (8B-6) 

_Heavy duty restraints (8B-7) 
Mixing and stirring paddles (8B-8) 


Radioactivity measuring \ 
instruments (8BL-5) 

Service and repair manual (8BL-6) 
_Toilet compartments (8BL-6) 

_New medicine cabinet (8BL-8) 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


with a sharp knife or scissors. The 
filter is made of natural vegetable 
material, treated and bonded to 
form a uniform. pad of correct 
density for maximum collection of 
dust particles. C. L: B. Co., Dept. 
H. P.O. Box 8427, Houston, Tex. 


‘Anybed’ fracture frame (8B-4) 


Manufacturer's description: This new 
light-weight. overhead fracture 
frame is quickly assembled, fits 
all beds, accommodates all angles 
of traction, has swivel-jointed pul- 
leys and interchangeable parts, and 


is easily stored. Gilbert Hyde Chick 
Co., Dept. H, 5 Broadway, East 
Paterson, N.J. 


Plastic tourniquet (8B-5) 

Manufacturer's description: This plastic 
tourniquet can be used in first aid 
to hold splints or to hold a pressure 
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There’s a 


Presco ldentification Bracelet 
for every need! 


Announcing 
‘Presco’s new ‘Double Ceremony’ tor mother and baby* 


. | @ne for mother’s wrist . . . and one for baby’s in pink, blue and white. Easy finger-tip pressure 
wrist! Strap is 10% inches long—so there’s also _—on rosette locks bracelet on wrist. 
enough strap for a baby’s ankle (or both wrists) | Pom 

Kit: 72 lete moth 

as recommended by the American Hospital As- 

(144 name plates and 72 
sociation. Made of soft, pliable, non-toxic plas- or 72 white) — 
tic, Presco bracelet-anklets conform comfortably 


Refill: 144 name plates 72s 


to patients’ wrists— without impairing circulation. bien, O 
Double Ceremony Bracelet-Anklets are adjust- | . orn oF 
able—with beautiful rosette fasteners and straps 


Presco 


ADULT SYSTEM’ 


This never-failing, safe-and-sure ‘double 
check” simplifies hospital procedures 
and eliminates mistakes involving: 


system 


Bracelet-Anklets for babies only — 
same quality as above. 


Surgery cases 
Blood transfusion cases 

\ Intravenous therapy cases 
Unconscious patients 
Delirious patients 


Foreign language patients 


* 
S NAP-ON system Emergency cases 


Where speed is essential, the Snap-On Multiple-bed rooms 
baby bracelet is ideal. It’s pre-assembled This simple routine procedure takes 
and ready for application. In three sizes— only seconds—and it assures patients 
small, medium, and large. a and hospital personnel of absolute 
Snap-On Bracelets and Adjustable Bracelet- identification. 
| Anklet Kits— available in pink and blue straps — , Presco Adult Kit: 144 complete bracelets ¢ 
144 complete—72 pink, 72 bive— $5975 (pink, blue, white, or mixed) — 5975 
Refill Kit—144 bracelets — $4320 Refill — $4320 
A lovely keepsake for the mother 


The Presco sliding scale of prices includes all combinations of adult and infant bracelets. 


Presco Identification Systems meet all requirements recommended by the A.H. A. 


Hendersonville, N. 


Order any one of these 


AMERICAN HOSPITAL SUPPLY CORPORATION A. S. ALOE COMPANY 
2020 Ridge Avenue, Evanston, Illinois 1831 Olive Street, St. Lovis 3, Missouri 
WILL ROSS, INC. MEINECKE & COMPANY, INC. 
4285 N. Port Washington Rd., Milwaukee 12, Wis. 225 Varick St., New York 14, New York 
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For older children, the mentally 
infirm, and institutional patients. 

An invaluable asset for accurate treatment and records in- 
volving children and the mentally infirm—or for any situation 
requiring an identification that positively cannot be weakened, 
stretched or broken. A Shur-Lok Bracelet must be cut off. 

All parts are made from a tough low-pressure polyethylene 
—as new as tomorrow. It’s soft, comfortable, pliable—and 
may be autoclaved. The rosette is extra large for easier han- 
dling. Here indeed is a welcome simplification of duties for 


SHUR-LOK institutional system’ 


nurses, attendants, and physicians. SG 
Shur-Lok Kit: 144 complete br Applied in seconds | 
ur-Lo : comple ace- bt | 
lets — white only — $5975 ihe Presco | 

| y System requiring | 
Plus Shur-Lok Applicator— $10.00 an Applicator. | 


Refill—(No Applicator furnished) $4320 
*Pats. Applied for 


are the easiest-to-handle 
and the safest! 


© So “‘feather-lite’’ that you can easily lift it with 
one hand. 4% bbs. 


e Self-locking hinges lock panels into correct po- 
sition. Perfect balance and floor-skids make 
screen virtually tip-proof. so 

e Folds to 3-inch thickness for compact storage. 


e Handsome vinyl panels present a fresh, modern 
appearance. Snap-out rods mean easy removal 
for cleaning. Aluminum is anodized for lifetime 
satin finish. Also available with handsome gold 
finish ($5 extra). 

e Your choice of 3 or 4 section styles. Panels in 
“vag: blue, rose, green, white or circus motif 
or nurseries. 


4 
3-Section Regular Model $34.50 
4-Section Regular Model $44.50 

in. tubular frames 


3-Section Deluxe Model $44.50 
4-Section Deluxe Model $54.50 
in. tubvler frames 


ress rosette in —bLock one end —Lock bracelet | 
Applicator — it will of name plate around patient's 
stay in place. to bracelet. wrist. 


| A must for your Disaster Program — 
disposable | 


BASSINETS | 


Help Reduce Cross-Infection—Ideal for sick babies 
and healthy babies—The solution to over- 


crowded nurseries _ ia 


You're never ‘‘short’’ of bassinets 
‘No scrub-up—no disinfecting 
No liners—no re-use 

Fits most bassinet stands 


Parents love to take 
them home 


Strong, rigid, water resisting Flute-wood stock. 
One-piece construction—can be assembled in 
one minute. 

Decorated in either pink or blue characters 
with GUARDIAN ANGEL imprinted at head. 


In lots of 18 to 72......... $1.75 each ..... $1.83 
In lots of 90 to 216.......: $1.55 each.....$1.63 
In lots of 234 to 504....... $1.45 each..... $1.53 
In lots of 522 to 1008...... $1.35 each..... $1.43 
In lots of 1026 and over.... $1.20 each..... $1.28 


Packed 18 pink or 18 bive to a carton(wt. 30 Ibs. per carton) 


Hendersonville, N. C. 


A. $. ALOE COMPANY 


MEINECKE & COMPANY, INC. 


| 1831 Olive Street, St. Lovis 3, Missouri 225 Verick Street, New York 14, New York 
Order from any one of these Distributors AMERICAN HOSPITAL SUPPLY CORP.  « WILL BOSS, INC. 
2020 Ridge Avenue, Evanston, Illinois 4285 Port Washington Rd., Milwavkee 
12, Wisconsin 
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bandage; it can be used in the lab- 
oratory when drawing blood, and 
it can be sterilized for surgical 
procedures to control bleeding. The 
tourniquet can be applied by an 
injured person without help and 
is easily applied and released. It is 
adaptable from the smallest finger 
to the largest thigh. Life-Loop 
Tourniquet, Dept. H, Box 404, Mis- 
soula, Mont. | 


Disposable crib (8B-6) 

Manufacturer's description: The fold-fiat 
crib is roomy, sturdy, and light- 
weight. It is easy to store and it 
can be wiped clean with a damp 


cloth. The crib is available in white 
on one or both sides. Cut-outs pro- 
vide carry-grip handles or a place 
to attach straps. Imprinted with 
the name of the hospital on two 
sides, cost is $1 each in 1,000 lots. 
Cramer Products Co., Dept. H, 99 
Hudson St., New York 13, N.Y. 


Heavy Duty restraints (8B-7) 

Manufacturer's description: Designed and 
tested to withstand severe condi- 
tions of use, the new equipment 
‘restrains mental patients comfort- 


ably and safely. The canvas mit- 
tens are flannel-lined, with double- 


stitched heavy web straps. The. 


wrist and ankle bands. have ad- 
justable slots for quick, simple and 
-secure closure. Made with soft 
leather lining and’ leather facing, 
the 12-in. and 15-in. bands resist 
irritation and provide firm re- 
straint with the least discomfort. 
Special restraints can be made to 
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_ specifications. Gockel Leather Co., 


Dept. H, 31875 Aurora Road, Solon, 
Ohio. 


Mixing and stirring paddles 

(8B-8) 

Manufacturer's description: New line of 
mixing and stirring paddles fabri- 
cated in aluminum and $stainless 
steel have been designed to meet 
increasingly stringent local health 
regulations. The aluminum units 
are for use with containers of 


aluminum, copper, or other soft 


metals. The stainless steel units are 


ALUMINUM 


STAINLESS STEEL 


for all kettles and containers. Nash 
Metalware Co., Dept. H, 127 W. 
17th St., New York 11, N.Y. 


literature 


(SEE COUPON, PAGE 68) 


Waste and drainage systems (8BL-1) 
—This folder describes. a line of 
polyethylene fittings and specialties 
for the plumbing trade. The folder 
illustrates various traps, typical 
fittings and describes how joints 
are made with the plastic fittings. 
American Vulcathene, Dept. H, 625 
S. Goodman St., Rochester 2, N.Y. 


Training employees (8BL-2) — 
Teaching employees to be better 
representatives through better 
grooming is explained in a series 
of leaflets and charts. The folder, 
‘‘How to Put on a Grooming Pro- 
gram for Business Training” con- 
tains many suggestions for pro- 
ceeding. Other training aids are 
also available. Educational Service 
Dept., Dept. H, Bristol-Myers Prod- 
ucts Div., 45 Rockefeller Plaza, 
New York 20, N.Y. 


Hospital laundry equipment (8BL-3) 


—An 8-page booklet describes part 


‘of this company’s line of washers, 


extractors, drying tumblers, con- 
trols, flatwork ironers and special 
equipment. Sizes, capacities, and 
floor space statistics are given. 
The American Laundry Machinery 
Co., Dept. H, Cincinnati 12, Ohio. 


Radiation safety (8BL-4)—This 8- 
page brochure describes a body, 
wrist, and finger film badge serv- 
ice for monitoring x-ray, gamma 
and beta exposure and a neutron 
badge .service for fast neutron 
monitoring. R. S. Landauer Jr. and 
Co., Dept. H, 24 Plaza, Park Forest, 


Radioactivity measuring instruments 


(8BL-5) —A new 64-page two- 


color catalogue that iNustrates and 
describes more than 30 new radio- 
activity measuring instruments in- 
troduced since the last edition. A 
four-color insert is included which 
describes and illustrates typical 
instrumentation for a nuclear 
biochemical laboratory, an indus- 
trial nuclear research laboratory, 
and four typical medical radioiso- 
tope laboratories. Nuclear-Chicago 
Corp., Dept. H, 229 W. Erie St., 
Chicago 10, Ill. 


Service and repair manual (8BL-6) 
— This manufacturer of rotary, 
thoracic and thermotic pumps has 
just published a service and repair 
manual which is available on re- 
quest to physicians and nurses. 
Included in the manual are easy- 
to-follow instructions for minor 
repairs and adjustments. Gomco 
Surgical Mfg. Corp., Dept. H, 828 
E. Ferry St., Buffalo 11, N.Y. 


Toilet compartments (8BL-7)—De- 
tailing in full the application and 
planning of toilet compartment in- 
stallations, this 16-page catalogue 
shows typical installations and 
gives detailed planning diagrams 
and dimensional data. Ask for cata- 
logue No. 570. Fiat Metal Mfg. Co., 
Dept. H, 9301 W. Belmont Ave., 
Franklin Park, 


New medicine cabinet (8BL-8)—A 
two-page bulletin describing a new 
medicine cabinet with counter and 
sink and facilities for medicines, 
syringes, pills, narcotics, and refrig- 
erated biologicals. Market Forge 
Co., Dept. H, 25 Garvey St., Everett 
49, Mass. 
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fees YEAR the World Health Or- 
ganization in.cooperation with 
the United States Food and Agri- 
culture Organization focused its 
observance of World Health Day 
on the essential role that food plays 
in the health of the world. The 
selection of ‘“‘Food and Health” as 
the theme of the April 7 observance 
was prompted by the fact that in 
many areas of the world, poor nu- 
trition can be traced to-the lack 
of an adequate supply of food. In 
other nations with an abundant 
food supply, the types and amounts 
of foods eaten account for the na- 
tion’s poor nutrition and conse- 
quently, their poor health. 

These facts emphasize: 

1. Need for increased food pro- 
duction, improved methods of food 
processing and preservation, and 
better distribution of foods among 
the peoples of the world. 

2. Need for nutrition education 
for peoples of all ages, so that the 
peoples with adequate food sup- 
plies will eat a well balanced diet 
for maximum nutrition and buoy- 
ant health. 

In view of a projected 50 per 
cent increase in the population by 
1980, it is evident, says Dr. K. K. 
P. N. Rao, that a very substantial 
increase in food supplies will be 
required to meet the population 
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consumption and the major dietary 


\ 


Reports on food production and 
deficiencies throughout the world disclose . . 
good eating habits 
essential 
to good health 


In observance of World Health Day, 
the World Health Organization and 


Food and Agriculture Organization of - 


the United Nations invited nutrition- 
ists and food consultants to comment 
on the present and future status of 
food production, consumption, proces- 
sing and preservation throughout the 
world. Although they report the need 
for a larger food supply and improved 
methods of food processing and pres- 
ervation, they note that even where 


there is an adequate food supply, poor ~ 


nutrition and poor health result. To 
combat the latter, they encourage 
health agencies, especially hospitals, to 
develop nutrition education programs. 


increase and to attain a slight im- 
provement in the average diets in 
the worst fed areas. The chief of 
the food consumption and planning 
section of the FAO nutrition divi- 
sion reports that the supplies of 
cereals need to be increased by 
more than 50 per cent. Milk sup- 
plies need to be raised approxi- 
mately 70 per cent, while fish 
supplies must be increased by ap- 
proximately 90 per cent to feed 
the people in 1980. 

To assure the public of a safe 
and. adequate food supply, im- 
proved methods of food processing 
and preservation are needed. The 
industrial development of the food 
trade, characteristic of the temper- 


ate zones of Europe and North 
America, has admittedly intro- 
duced many improvements in the 
handling of food. Professor Aage 
Jepsen of the Royal Veterinary 
and Agricultural College of Den- 
mark, reports, however, that the 
“industrial centralization of food 
processing and food manufacture, 
involving: large-scale distribution 
of preserved or half-preserved, 
prefabricated foods has extended 
the potential range of action of 
an eventual outbreak of food-borne 
disease from the closed circle 
around the family kitchen to much 
wider circles of consumers. . . If 
such food becomes the vehicle: of 
some infectious agent, the scene 
is set for a sudden epidemic out- 
break with numerous simultaneous 
cases distributed over a wide area.”’ 


EDUCATING THE EMPLOYEE 


The WHO and FAO consultant 
on food hygiene recommends that 


“everybody dealing with food in 


... food serving establishments... 
should be given a basic knowledge 
of the nature of food-borne disease 
and principles of prevention and 
protection. . . The broad outline 
[of subject matter] for such a 
health education program is as 
follows: 

1. “Heat is the best means of 
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Have you tried these 


ghortcuts to 
popular low-cost meals? 


Save money! No costly ingredients to prepare... 
no waste ... no guesswork! Each Chef product is 
a complete formula, prepared by chefs for chefs in 
the institution, hotel and restaurant fields. All 


d 


~ 


WitnH BEEF 
IN SAUCE ITH 


SPAGHETT! 
S 


AUCE 


designed for convenient, economical mass feeding. 
Save time! Ravioli, Sauces, all fine Chef products 
come ready to serve—make appealing meals in min- 
utes. Always popular . . . so serve them regularly! 


MEAT 


MEATLESS. 


SAUCE 


WITH MUSHROOM 


Yield per #10 can: 14 servings ' Yield per #10 can: 21 servings. Cost per serving: 6¢ 
Cost oa ee 10¢ to il¢ Chef Sauce is a brown sauce base found only in the better sauces. 
7 Chef Ravioli is a complete main with tomato, beef (or mushrooms), Perfect on spaghetti, rice, meats, 
dish: tender macaroni oleae filled and special Italian seasonings... vegetables—-or as the base for 
with pure beef, cooked in a rich has the desired clinging quality chefs’ own formulas. 


Italian-style meat-tomato sauce. 


Serve Chef for menu variety 


Available from your institution wholesale dis- 
tributors. 

Write today for product folder, cost portion 
chart which gives yield per can and cost per 
serving. Free samples available, too. Please 
specify product. 


e Ravioli 


Spaghetti and Meat Balls 


Spaghetti Sauce with Meat or 
Mushrooms . 


Spaghetti with Tomato Sauce 
and Cheese 


Sauce with Meat Balls 
Chili Con Carne with Beans 
Meat Balls with Gravy 


Institution Products 
*Made in the Chef Boy-Ar-Dee® kitchens of 


AMERICAN HOME FOODS 


Division of American Home Products Corporation, 22 East 40th Street, New York City 
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destroying the germs of infectious 
diseases in foods; cooling and freez- 
ing has no such effect, except in 
very special cases. Whenever feas- 
ible, foods should, therefore, be 
thoroughly cooked or reheated. 

2. “To escape the risk of food 
poisoning, ready-cooked food, if 
not served immediately, must either 
be kept very hot, or else cooled 
rapidly and kept cold. The temper- 
ature should be either below 10°C. 
(50°F.) or above 50°C. (122°F.), 
and the lukewarm, intermediate 
temperatures which promote the 
growth of bacteria should be 
avoided.” 

At present all methods of food 
preservation are based on four 
general procedures or combina- 
tions of them—drying, curing, re- 
frigeration and canning. The first 
three of these suppress the action 
and growth of microorganisms, 
while the last, for all practical 
purposes, destroys them. ‘Refrig- 
eration, as a means of food pre- 
servation, is expanding steadily,” 
reports Dr. W. H. Cook, director 
of the division of applied biology, 
National Research Laboratories, 
Ottawa, Canada. ““Meat and many 
other animal products can be 
stored for a year by freezing the 
products and storing them at 
—20°C. or lower.” 


ANTIBIOTICS AS PRESERVATIVE 


Doctor Cook has also noted that 
antibiotics are being used to sup- 
plement refrigeration and to sup- 
press the growth of microbes. He 
warns, however, that “‘while anti- 
biotics have no known effects on 
the nutritional properties of food, 
and the active residues are neg- 
ligible, the effects of the nonactive 
residual products are unknown... 
Moreover, resistant strains of mi- 
crobes may be built up over a 
period of time, as has been experi- 
enced in other fields, and this may 
limit the value of antibiotics as a 
preservative.” 

“Lack of food and the eating 
of the wrong kinds of food are 
emerging as the greatest causes of 
disease in poor under-developed 
areas, while in rich countries, over- 
eating contributes to the ever in- 
creasing toll exacted by the degen- 
erative diseases.” In expressing this 
view, Dr. Jean Mayer, associate 
professor of nutrition at Harvard 
School of Public Health, Boston, 


believes that “prevention of these 
two extremes entails greater un- 
derstanding, on the part of both 
individuals and of governments, 
of sound nutrition, of nutrition 
education and of nutrition plan- 
ning.”’ 

In encouraging more nutrition 
education, Doctor Mayer notes that 
while ‘‘consumption of an insuffi- 


cient amount of food and con- 


sumption of a diet lacking in indis- 
pensable elements are generally 
found together,” insufficient diet 
is even found in prosperous west- 
ern countries such as the United 
States. In these countries insuffi- 
cient diet often manifests itself in 
the form of obesity, which Doctor 
Mayer warns, is a “threat to health 
. . . Recent findings indicate that 
as physical work decreases to low 
levels, appetite does not follow 
suit and individuals continue to 
consume a quantity of food in ex- 
cess of their needs and as a result 
become fat. It has been shown that 
obesity is associated with a very 
much increased incidence of the 
middle-age type of diabetes and 
with liver diseases. Pronounced 
overweight seems to increase the 
number of deaths from diseases 
of the heart and blood vessels, 
which are the most frequent causes 
of death in western societies.” 

In addition to emphasizing the 
control of calorie-producing ele- 
ments to avoid obesity, it appears 
that nutrition education programs 
also need to concentrate on the 
importance of protein for an ade- 
quate diet. Marjorie L. Scott, nu- 
trition officer, nutrition division, 
United Nations Food and Agri- 
culture Organization, reports that 
“lack of good quality protein in 
the diet ... is widespread through 
the world ... and appears to be 
the world’s number one nutrition 
problem.” 

Nutrition education programs al- 


so need to include the importance 


of vitamins and the so-called “trace 
elements”’ in establishing an ade- 
quate diet. Professor B. C. P. Jan- 
sen, director of the Netherlands 
Institute of Nutrition, notes that 
‘“‘while the amounts of these newly 
discovered substances required by 


a human being are very small... 


they are highly necessary. The 
lack of vitamins and ‘trace ele- 
ments’ has already been respon- 
sible for the death of millions of 
people through such illnesses as 
beriberi, scurvy and pellagra—now 
known as the deficiency diseases.”’ 


OPPORTUNITIES FOR INSTRUCTION 


Supplementary feeding programs 
in the schools and maternal and 
child health centers throughout the 
world provide a valuable oppor- 
tunity for nutrition teaching. Many 
magazines and newspapers are fea- 
turing more frequent articles on 


the importance of good nutrition 


for good health. 3 

Many large teaching hospitals 
and even many smaller institutions 
have developed nutrition education ._ 
programs for inpatients and out- 
patients. Other hospitals are en- 
couraged and reminded of the ex- 
cellent opportunity they have to 
provide patients with information 
on good nutrition as a means to 
good health. 

Hospitals can teach all patients 
and especially those on modified 
diets what foods to eat and how 
to prepare them in terms of their 
dietary modifications and over-all 
good nutrition. Hospitals that use 
a selective menu have an added 
opportunity to instruct their pa- 
tients on the components of an 
adequate diet when they assist 
them in making their food selec- 
tions. In the prenatal clinic, ex- 
pectant mothers can be informed 
of the proper food for their own 
good health during and after preg- 
nancy and for their future child’s 
well being. bd 


NOTES AND 


COMMENT > 


Booklets help hospitals plan 
special programs, displays 
Two pamphlets recently pub- 
lished by the American Dietetic 


Association are of special interest 
to hospitals. It is hoped that hospi- 


tals will find these booklets helpful 
in planning hospital career pro- 
grams, National Hospital Week ob- 
servances, and pamphlet rack dis- 
plays in lobbies and waiting rooms. 

Dietitians in Demand includes 
the information most frequently 
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requested by young people who are 
interested in careers in dietetics. A 
revision of an earlier booklet, this 
flyer outlines areas of service for 
dietitians and the academic and in- 
ternship requirements. 

Single copies of the booklet are 
available free of charge by writing 
the American Dietetic Association, 
620 N. Michigan Ave., Chicago 11. 
Lots of 50 copies are priced at $2; 
100 copies, $3. This booklet was 
included in the American Hospital 
Association National Hospital Week 
mailing sent to all member hos- 
pitals last month. 

Story of the Dietitian in the 


United States traces the role and 
professional development of the 
dietitian from the last decade of 
the 19th century to the present 
time. Single copies of this 14-page 
booklet are available from the 
American Dietetic Association at 
25 cents per copy. bad 


North Carolina sponsors 
food service institute 


To assist food service managers 
and supervisors improve food serv- 
ice in smaller hospitals, the North 
Carolina State Board of Health in 
cooperation with the state’s hospi- 
tal and dietetic associations will 


again sponsor a food service in- 
stitute at North Carolina State Col- 
lege, Raleigh, May 8-10. : 

For the past five years the state 
groups have conducted a special 
program geared to the needs of the 
smaller hospital with nonprofes- 
sional food service administrative 
personnel. The program will be 
devoted to menu planning, pur- 
chasing, self-appraisal, sanitation, 
and what the administrator expects 
of the food service supervisor. 

All inquiries should be directed 


to Sally Mooring, consulting dieti- 


tian, North Carolina State Board 
of Health, Raleigh. bd 


Summer Cycle Menu 
for the South-Southwest 


£ po 21-DAY selective summer 
cycle menu and market orders 


for perishables on pages 75-77 are 
_ designed for hospitals in the South- 


Southwest. These menus, which 
are to be used during June, July 
and August, feature foods popular 
in the southern and southwestern 
parts of the country. 

The menus in this issue are the 
second in a four-part series of 
summer cycle menus published 
in this Journal. Summer cycle 


‘menus for the Midwest were in- 


cluded in pages 87-89 of the April 
1 issue of HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION. The summer menus for hos- 
pitals in the East and North-North- 
west will be published in the May 
1 and 16 issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits: are 
offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
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diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets; while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 


During April and May hospitals are 
to use the spring cycle menus, pub- 
lished in the January and February 
1957 issues of this Journal. The Mid- 
west and South-Southwest cycle menus 
were included in the January 1 and 
16 issues, respectively. The February I 
and 16 issues featured cycle menus 
for the East and North-Northwest, re- 
spectively. 


item can be served on both the full 
and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or 
fat restrictive diets. When fruits 
are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 

‘The market order for perishables, 


| 


which accompanies each week’s 
menu, lists the meats, seafood, 
poultry, and fresh and frozen fruits 


and vegetables that a 50-bed hos- 


pital will need to produce the 


‘menu. The amounts are computed 


on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre-pre- 
pared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 


- 50-bed hospital should have in the 


storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

This list of supplies was pub- 
lished on page 73 of the January 1 
issue of this Journal. The standard 
is also available upon request from 
the Association, 18 E. Division St., 
Chicago 10. 
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Ist WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU—prepared by Kathryn W. Heitshu, director of dietetics, 
MENUS TO BE USED DURING JUNE, JULY AND AUGUST 


Medical College of Virginia, Richmond 


breakfast | noon | night 
Applesauce | Cream of Pea Soup | Bouillon 
>. or Blended Juice Club Sandwich Plate—tTriple Decker—Minced Ham—Sliced Cheese— | Broiled Calves Liver with Bacon (Fs) 
S Oatmeal | Crisp Lettuce and Mayonnaise (F) or Roast Veal and Gravy (S) | or Meat Loaf and Vegetable Gravy 
= or Puffed Wheat Steamed Rice (FS) Parsley Buttered Potatoes (FS) 
= Cereal Buttered Broccoli or Stewed Tomatoes (FS) | Succotash er Buttered Sliced Carrots (FS) 
Scrambled Eggs Tossed Green Salad-French Dressing or Fresh Fruit Salad-Mayonnaise Banana-Nut Salad or Head Lettuce Salad—Vinegar and Oil Dressing 
Tapioca Pudding with Cream (FS) or Bartlet Pear Half Lemon Sponge Pudding (FS) or Orange Sections 
Fresh Berries Cream of Mushroom Soup Blended Vegetable Juice Cocktail 
= or Orange Juice Brunswick Stew (F) @r Eggs a la Goldenrod on Toast Points (S) Pork Chops—Fried Apples (F) or Roast Beef with Gravy (5) 
Ss Whole Wheat Cereal Cornbread (FS) or Mashed Potatoes (S) | Oven-Browned Potatoes (FS) 
Y) _ er Corn Flakes Seasoned Turnip Greens (F) or Buttered Green Peas (S) Brussel Sprouts (F) or Buttered Sliced Beets (S) 
= Poached a. Cole Slaw or Carrot Sticks—Celery Curls Pineapple and Cottage Cheese Salad or Asparagus ‘otnd—teal Dressing 
Buttermilk Biscuits Angel Cake with Peach Sauce (FS) or Green Gage Plums Vanilla Ice Cream (FS) or Fresh Fruit Cup 
Stewed Prunes Cream of Tomato Soup Consomme 
S or Pineapple Juice Broiled Canadian Bacon with Corn Pudding (F) or Creamed Turkey on Toast (S)| Shrimp Salad Bowl with Grapefruit Sections and Tomato Wedge Garnish (F) 
7 Farina Buttered Diced Potatoes (S) or Roast Lamb and Gravy (S) 
@ or Bran Flake Cereal French Cut Green Beans (FS) or Seven-Minute Cabbage Potato Puffs (FS) 
= Bacon Orange and Date Salad or Celery Hearts and Olives Buttered Asparagus (FS) or Fried Eggplant 
— Spoonbread Apple Pie (F) or Lemon Sherbet (S) Hearts of Lettuce—1000 Island Dressing or Under-the-Sea Salad—Mayonnaise} 
> ! Devil's Food Cake—Seven Minute Frosting (F) 
or Royal Anne Cherries in Syrup (FS) 
Sliced Bananas Vegetable Soup | Blended Citrus Juice 
— or Grapefruit Juice Cold Plate: Egg Salad Sandwich, Tomato Wedges, Potato Chips (F) | Chicken Fricassee (FS) or Baked Ham—Spiced Peach 
a = | Steamed Grits or Roast Leg of Veal and Gravy (S) Cornbread (FS) or Mashed Sweet Potatoes (F) 
Ready-to-Eat Rite | Escalloped Potatoes (5) Buttered Spinach—tLemon (FS) or Cauliflower Au Gratin 
: Cereal Butterbeans (F) or Buttered Yellow Squash (S) | Perfection Salad—Mayonnaise or Mixed Fruit Salad 
= Sausage Links Mixed Vegetable Salad—French Dressing or Cottage Cheese Salad | Butterscotch Sundae (FS) er Fresh Pear 
Hot Biscuits Applesauce Cake (FS) or Sliced Peaches in Syrup 
Half Grapefruit Cream of Celery Soup | Fruit Juice with Sherbet 
or Prune Juice Poached Perch Fillet-—Lemon Sauce (S) _ Baked Salmon Steak (FS) er Veal Pie—Biscuit Topping 
> Oatmeal or Grilled Hamburger on Bun—Pickle Relish (F) _ Cornbread (F) or Steamed Rice (FS) 
m= or Ready-to-Eat Whipped Potatoes (FS) _ Mashed Turnips (F) @r Buttered Asparagus (S) 
= Malt Flake Cereal Seasoned Green Beans (FS) or Buttered Carrots and Celery Celery Hearts—Radish Roses or Sliced Cucumber and Onion in wage 
i Scrambled Eggs Tomato Salad—french Dressing Spanish Cream with Cream (FS) or Fresh Plateppie 
or Sliced Chinese Cabbage Salad—Russian Dressing | 
Peach Cobbler (F) or Bing Cherries in Syrup (S) | 
Tomato Juice Peanut Butter Soup Chicken Rice Soup 
> or Orange Halves Welsh Rarebit on Toast with Bacon Strips (FS) Swiss Steak (F) or Roast Leg of Lamb—Mint Jelly (S) 
a Whote Wheat Cereal or Salad Plate: Frozen Fruit Salad with Assorted Tea Sandwiches Mashed Potatoes 
5 or Corn Flakes Baked Potato Sauted Summer Squash (FS) or Harvard Beets 
s Poached Egg Corn on Cob (F) or Buttered Peas (S) Cabbage, Apple and Raisin Salad or Asparagus Salad—Mayonnaise 
Hot Biscuits Head Lettuce—french Dressing or-Deviled Egg Salad Vanilla Graham Cracker Pie (F) or Raspberry Sherbet 
_ Gingerbread—tHard Sauce (FS) or Half Grapefruit 
Fresh Berries | Barley Soup | Oxtail Soup 
-— or Apple Juice | Roast Turkey and Gravy—Cornbroed Dressing (FS) or Southern Fried Chicken Cold Plate: Assorted Cold Cuts, Potato Salad, Carrot Sticks—Pickle Chips (F/ 
Ss Farina | Turnovers or Whipped Potatoes (5) or Creamed Eggs and Asparagus on Toast (5) 
2 or Puffed Rice Cereal — Succotash (F) or Buttered Spinach (S) Baked Potatoes (FS) 
=> | Bacon Curls Pear Blush Salad—Mayonnaise or Raw Vegetable Salad—french Dressing Buttered Carrots (S) or Seasoned Turnip Greens (F) 
- | Biscuits Chocolate Sundae (FS) or Apricots in Syrup Lettuce Wedge—1000 Island Dressing or Celery Stuffed with Peanut Butter 
Watermelon re or Rice s) 
(F}—Foll Diet (S}-—Soft Diet (FS}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
“Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Serviags | Item, Specifications, Amounts & No. of Servings 
weak BEEF FISH Cucumbers 2 doz. 
Perch (Ocean) Fillets 5ibs. 20° | Eggplant 2 only 16 
3 Bologae All hoot Salmon Red, steaks, Lettuce Head, 48s 3 crates 
; 5 oz. each 25 Ibs. 75 | Onions, Dry Yellow, bag 50 Ibs. 
R et Bottom (8.8.1.) U. S. Good 20 lbs. § 68 Shrimp 26-28—1 Ib. 20 Ibs. 100 | Onions, Green Bunch 3 doz. 
round Beef U.S. Good, 5ib.pkg. 20 Ibs. 100 
| Liver Yearling, sliced 25 Ibs. 125 | 
= | salami (Soft All oak 5 tbs. 80 Fowl (Eviscerated) Grade A, 5 Ib. av. 60 Ibs. 75 | Potatoes, White Bag Nov. | 300 Ibs. 
: ryers (Eviscerated) Grade A, lb. av. J0tbs. 20 Squash, Summer ushe - 
3 FRESH FRUITS Tomatoes Repacked (5 x 6) 60 Ibs., 3 lugs 
<= ——_— : Apples Jonathan, 113s 1 box | Turnips, Bunched Crate, 36s 1 crate 100 
4 Leg (B.R.T.) U.S. Choice, yearling 10 tbs. 30 Bananas Ripe 30 Ibs. 90 Turnip Greens Crate 40 lbs. 140 
Berries (in Season) Quarts 20 gts. 160 | FROZEN FRUITS 
& PORK Cantaloupe Crate, 45s | Apples Sliced, 30 Ib. can, 
t= | Bacon, Canadian Lean 20 Ibs. 100 | Grapefruit Seedless, 70s 1 box 140 | 5-1 sugar 30 Ibs. 120-130 
= Bacon (Sliced) 24-26—1 Ib. 18 Ibs. 186 | Lemons 4 doz. | Orange Juice Con., 32 oz. can 6cans 192 
© -| Chops, Loin Grade A, 5 oz. each 25 tbs. 75 | Oranges 176s 2 boxes 342 | FROZEN VEGETABLES 
> | Hom, (Pullman) Ready-to-eat, Pears, Bartlett Box, 120s 1 box 120 | Asparagus Spears, 2/2 Ib. pkg. 20 Ibs. 120 
10-12 Ib. av. 30 Ibs. 120 | Pineapple, Fresh ——Ripe 10 only Beans, Green Cuts, 2% Ib. pkg. = ths. 180 
2 Sausage, Liver 5 lbs. 80 | Watermelon 30-35 tb. av. 70 Ibs. 70 | Broccoli Stems and buds, 
1 o7. slice FRESH VEGETABLES Ib. pkg. 2% Ibs. 15 
@ | Sausage Links 12—1 Ib. 15 Ibs. 60 | Cabbage . Bag 50 Ibs. Brussel Sprouts 2% Ib. pkg. 2% Ibs. 15 
7 Cabbage, Chinese Crate, 12s | 1 crate Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
pa VEAL Carrots Topped, bag 100 Ibs. Peas 2% Ib. pkg. 5 ibs. 30 
— | Leg (B.R.T.) U. S. Good 10 Ibs. 30 | Celery Pascal, 30s 1 crate Spinach Chopped, 22 lb. pkg. 20 tbs. 120 
Shoulder (B.R.T.) ‘U.S. Good 10 Ibs. 30 | Corn on the cob Bag, 50s, Succotash 2% Ib. pkg. 17% Ibs. 105 
Stew U.S. Good, 1in.cubes 10 lbs. 50 Yellow bantam 1 bag Turnip Greens Ib. pkg. 15 Ibs. 90 


2nd WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU—prepared by Kathryn W. Heitshu, director of dietetics, 


MENUS TO BE USED DURING JUNE, JULY AND AUGUST 


Medical College of Virginia, Richmond 


' 
' 
breakfast noon night 
Stewed Khubarb Scotch Broth Limeade : 
> or Orange Juice Chicken Rice Casserole (FS) or Frankfurter on a Bun—Mustard Broiled Lamb Chops (FS) or Barbecued Beef on Bun - 
m4 Oatmeal or Shredded Parsley Buttered Potatoes Buttered Brown Rice (FS) ; 
co Wheat Cereal Stewed Tomatoes (F) or Buttered Peas (S) Broccoli—Hollandaise Sauce (F) or Seasoned Green Beans (S) : 
= Poached Egg _ Chef Salad—french Dressing or Goldenglow Salad—Mayonnaise Pear and Prune Salad—Mayonnaise : 
: | Brownie Pudding (F) or Seediess Grapes in Syrup or Sliced Beet Salad with Hard Cooked Egg Garnish—Mayonnaise : 
Cranberry Crunch a la Mode (F) or Vanilla Ice Cream (5) . 
— ' 
Chilled Melon Vegetable Soup Chilled Blended Juice 
> or Tomato Juice Open Face Hot Roast Beef Sandwich—Gravy (FS) Roast Veal—Dressing—Gravy (FS) or Fried Domestic Rabbit : 
& Whole Wheat Cereal or Broiled Sweetbreads—Bacon Oven-Browned Potatoes : 
”“ or Ready-to-Eat Noodles with Brown Crumbs Okra and Tomatoes (F) or Buttered Spinach (5) : 
4 Malt Flake Cereal | Carrots Vichy (FS) or Buttered Cauliflower Coie Slaw or Cottage Cheese Salad ° 
= Sausage Links Peach Melba Salad or Tossed Green Salad—Roquefort Dressing Cherry Pudding—Whipped Cream (F) or Bartlett Pear Half in Syrup (S) . 
Batterbread Iced Cup Cake (FS) or Fresh Fruit Cup | 
-“_ Fresh Applesauce Mulligatawney Soup Grape Fizz : 
=] or Grapefruit Juice Tomato Stuffed with Chicken Salad—Potato Chips—Turnip Sticks—Ripe Grilled Ham Steak—Spiced Apple Ring (F) or Braised Chicken Livers on Rice (S)] 
S Farina Olives (F) or Macaroni and Cheese—Bacon (S) Whipped Potatoes : 
© or Corn Flakes Buttered Potatoes Buttered Summer Squash (FS) or Glazed Carrots ; 
so Scrambled Eggs Seven-Minute Cabbage (F) or Wax Beans (S) Chinese Cabbage—French Dressing or Gingerale Fruit Solad—Mayonnaise ; 
> Heart of Lettuce Salad—fFrench Dressing Pineapple-Coconut Pie or Peppermint Ice Cream (FS) ; 
or Grapefruit and Avocado Salad—French Dressing ; 
Layer Cake—Chocolate Frosting (FS) or Fresh Apricots ; 
' 
Fresh Plums Chicken Rice Soup Cream of Tomato Soup 
s or Orange Juice Veal Croquettes—Parsley Sauce or Roast Beef—Gravy (FS) Club Sandwich—Triple Deck (F) or Broiled Chicken (S) : 
SS Oatmeal Escalloped Potatoes (FS) Baked Grits (FS) : 
5 or Bran Flake Cereal | Buttered Green Peas (FS) or Fried Eggplant Frenched Green Beans (FS) or Seasoned Kale : 
= Bacon Shredded Vegetable Salad—French Dressing Frozen Fruit Salad or Sliced Tomato Salad—Roquefort Dressing : 
Biscuits or Asparagus-Green Pepper Ring Salad—french Dressing Pecan Tarts (F) or Lime Sherbet—Cookies (S) : 
Dutch Apple Pudding with Cream (FS) or Orange | ° 
Sliced Banana Cream of Pea Soup Cream of Celery Soup : 4 
or Pineapple Juice Fried Fish Sticks—Tartar Sauce (F) or Broiled Beef Patties (5) Mixed Grill: Lamb Chop, 2 Tomato, Mushrooms, Sausage Link (F) : 
S Whole Wheat Cereal Cornbread (F) or Mashed Potatoes or Poached Cod Fillet-—Lemon Butter (S) : = 
sc or Ready-to-Eat Buttered Cabbage (F) or Buttered Sliced Carrots (S) Baked Potato a 
1= Rice Cereal Orange and Grapefruit Salad or Celery Hearts and Olives Corn on the Cob (F) or Buttered Squash (5) rb) 
Scrambled Eggs Baked Caramel Custard (FS) or Concord Grapes Spiced Peach on Cress Salad er Chef Salad—fFrench Dressing 12 
Buttermilk Biscuits Lemon Meringue Pie (F) or Canned Whole Apricots (S) - 
Blackberries Beef Noodle Soup Fruit Juice Cocktail 
: c or Apple Juice . Egg Salad Bowl, Minced Ham Sandwich, Fritos (F) or Baked Veal Cutlets (S) | Grilled Pork Chops (F) or Roast Lamb and Gravy (S) : re) 
“S | “farina or Corn Buttered Potatoes (S) Steamed Rice (S) 
= Soybean Cereal Butter Beans (F) or Buttered Spinach (S) Black Eyed Peas (F) or Buttered Carrots (FS) ; 5 
; 4 Sausage Links Tomato Salad—french Dressing or Carrot and Raisin Salad Head Lettuce—Roquefort Dressing-or Waldorf Salad = 
. Spoonbread Pineapple Upsidedown Coke (F) or Sliced Peaches in Syrup (S) Iced Cup Cake (FS) or Half Grapefruit a 
' 
| Honeydew Melon Cranberry Juice Vegetable Soup ; = 
: o. or Orange Juice Southern Fried Chicken (F) or Roast Sirloin of Beef Au Jus (5) Creamed Turkey—Toast Baskets (FS) or Grilled Cheeseburger—Sliced Pickle} | 
7 =] Oatmeal Whipped Potatoes (FS) Parsley Buttered Potatoes (FS) : 
q 2 or Puffed Wheat Corn on the Cob (F) er Seasoned Green Beans (FS) Broccoli with Hollandaise Sauce (F) or Buttered Peas (S) : 
| Cereal Cottage Cheese and Tomato Wedges on Cress—Mayonnaise Congealed Cherry Salad—Mayonnaise or Celery Curls—Radish Roses — : 
: ” Scrambled Eggs or Tossed Vegetable Salad—French Dressing Watermelon (F) or Floating Island (S) ; 
: ) Biscuits Chocolate Ice Cream (FS) or Fresh Fruit Cup - 
' 
(F)—Full Diet — (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. : 
' 
' 
Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
a GAME Carrots Topped, bag 100 Ibs. ; 
3 BEEF Rabbit Pan ready, domestic Sibs. 15 | Celery Pascal. 30s 1 crate ' 
Butt, Sirloin Bottom 
BRT) U.S. Good 90 Ibs. 270 POULTRY Corn on the cob Bag, 50s, yellow ; 
Fowl (Eviscerated) Grade A, 5 Ib. av. 60 Ibs. bantam bag 
rankfurters All beef, 8—1 Ib. 5 lbs. 20 
: ryers (Eviscerated) Grade A, 2 Ib. av. 60 Ibs. 120 | Cucumbers 2 doz. : 
Ground Beef U.S. Good, 5Ib.pkg. 40) d) Grade A. 20-24 Ib 95 th 
| Round (Bottom) Good 39 | Grode A, 25 Ws. ggplant may 
= Apricots Lug 1 fug, 26 Ibs. | Parsley Bunch doz. 
Fi PORK Avocado Ripe 5 only Peppers, Green 3 1 doz. : 
| s Bacon (Sliced) 24-26—1 Ib. 12 Ibs. 144 | gononas Ripe 30 Ibs. Potatoes, White Bag No. | 200 Ibs. : 
| — | Butts, Smoked Berries (in Season) Quarts 20 qts. 160 | Squash, Summer Bushel | bushel 140]! 
om (Boneless) Lean 5 Ibs. Grapefruit Seedless, 70s 1 box Tomatoes Repacked (5 x 6) 60 Ibs. : 
= Chops, Loin Grade A, 4 oz. each 25 lbs. 100 | Grapes Concord, box 28 Ibs. Turnips, Bunched Crate, 36s 1 crate : 
° Ham Steaks 5 oz. each 30 Ibs. 90 Lemons 2 doz. FROZEN FRUITS 
GS | Sausage Links 12—1 Ib. 40 Ibs. 160 | Melon, Honeydew Crate, 9s 2 crates 108 | Orange Juice Con.,320z.can  12cans 384] } 
E VEAL Oranges 176s 2 crates FROZEN VEGETABLES 
Clod U.S. Good 5 ibs. 25 | Pineapple, Fresh Ripe 5 only Beans, Green Cuts, 24 Ib. pkg. 32% Ibs. 195 
. $ Cutlets U.S.Good,40z.each 5 ibs. 20 | Plums, Red Basket (4 x 5) 1 basket Broccoli Stems and buds, 
Leg (B.R.T.) U. S. Good 30 Ibs. 90 | Rhubarb 5 ibs. 25 2% Ib. pkg. 30 Ibs. 180 
> | Sweetbreads Fresh 5 ibs. 15 | Watermelon 30-35 Ib. av. 70 tbs. 70 | Cqulifiower Buds, 24 Ib. pkg. 2% tbs. 15 
= FISH FRESH VEGETABLES Kale 2% Ib. pkg. 24 tbs. 15 
Cod Fillets, Canadian 5 ibs. 20 | Cabbage Bag 100 Ibs. Peas 2 Ib. pkg. 20 Ibs. 120 
Sticks Breaded, 1 oz. each 25 tbs. 100 | Cabbage, Chinese Crate, 12s 1 crate Spinach Chopped, 2/2 lb. pkg. Sibs. 30 
{ 


> 
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MENUS TO BE USED DURING JUNE, JULY AND AUGUST Medical College of Virginia, Richmond 
breakfast  fnoon night 
Sliced Peachesin Cream | (Cream of Corn Soup Fruit Juice Cocktail 
> or Grapefruit Juice Ham Loaf with Mustard (F) or Roast Veal with Gravy (S) Swiss Steak (F) or Creamed Sweetbreads on Toast (S) 
s Grits Oven-Browned Potatoes (FS) Whipped Potatoes (FS) 
5 or Ready-to-Eat Seasoned Turnip Greens (F) or Buttered Wax Beans (S) ; Buttered Yellow Squash (FS) or Harvard Beets 
= Malt Flake Cereal Sliced Orange and Apple Salad or Chinese Cabbage—Vinegar and Oil Dressing) Tomato Salad—Roquefort Dressing or Banana-Nut Salad—Mayonnaise 
Scrambled Eggs Lemon Sponge Pudding (FS) or Chilled Melon Apple Pie (F) or Apricots in Syrup (S) 
Prune Plums Julienne Soup Chilled Blended Juice 
: > or Orange Juice Cold Plate: Deviled Egg, Boneless Sardines, Tomato and Bacon Sandwich, Baked Chicken, Dressing and Gravy (FS) or Beef Steak Pie 
; i=) Oatmeal Potato Chips (F) or Broiled Liver with Bacon (S) Steamed Buttered Rice (FS) 
5 e or Corn Flakes Parsley Buttered Potatoes (S) Tomatoes and Okra (F) or Spinach—Lemon Butter (5) 
; 4 Sausage Links Buttered Cauliflower (F) or Buttered Carrots (S) 7 Cranberry-Orange Salad or Celery Hearts and Olives 
(|= Cornbread Citrus Fruit Salad—Mayonnaise or Head Lettuce—French Dressing Vanilla Ice Cream (FS) or Fruit Cup 
; Grapenut Pudding (S) or Sliced Peaches in Cream (F) 
' 
; >. | Cantaloupe Chicken-Rice Soup Jellied Bouillon 
; a or Prune Juice Cheese and Vegetable Salad—Peanut Butter and Pickle Sandwich (F) Baked Veal Steak with Gravy (FS) 
te Whole Wheat Cereal or Roast Lamb—Mint Jelly (S) or Creamed Chipped Beef on Cornbread Squares 
: 4 or Ready-to-Eat Baked Potato (FS) Mashed Potatoes (5) 
° so Rice Cereal _ Sliced Tomatoes (F) or Buttered Asparagus Tips (S) Succotash (F) or Buttered Peas (S) 4 
sad Poached Egg Apricot Salad or Vegetable Salad—French Dressing Hearts of Lettuce—french Dressing er Goldenglow Salad 
3 Biscuits Chocolate Sundae—Crumb Cookies (FS) or Grapes ' Ice Cream (S) or Fresh Peach Shortcake (F) 
Stewed Prunes Cream of Vegetable Soup Minted Fresh Fruit Cup 
>  @r Orange Juice Fruit Plate Topped with Pineapple Sherbet or French Omelet—Bacon Curls(F}} Roast Marinated Pork Shoulder (F) or One Half Broiled Chicken (S) 
a Faring Potatoes Hashed in Cream (S) Parsley Buttered Potatoes (FS) 
: “ or Corn Soybean French Cut Green Beans (FS) er Broccoli—Hollandaise Sauce . Corn on the Cob (F) or Mashed Squash (S) 
:| 2 Cereal Cottage Cheese Salad or Cole Slaw with Caraway Seed Avocado and Tomato Salad—French Dressing 
~ + Sausage Links Coconut Layer Cake (F) or Red Gelatin Cubes with Cream (S) or Asparagus Salad—Mayonnaise 
: Meringue Prune Whip (FS) or Orange Sections 
; 2 Sliced Bananas Cream of Msuhroom Soup Chilled Fruit Juice 
7 : > or Pineapple Juice | Tuna-Rice-Cheese Casserole (FS) or Hamburgers in Buns—Pickle Relish Baked Fillet of Flounder—Parsley Sauce (FS) or Veal Scallopini 
ae Rolled Wheat Cereal Baked Potato Cakes (FS) Cornbread (FS) er Mashed Potatoes (FS) 
z e 2 or Bran Flake Cereal; Creole Tomatoes (F) or Buttered Sliced Carrots (S) Buttered Celery and Carrots (F) or Buttered Peas (S) 
= Scrambled Eggs Turnip Sticks—Radishes or Head Lettuce—French Dressing Grape and Celery Salad or Perfection Salad 
S Corn Muffins Fruit Cup—Praline Cookies (F) er Spanish Cream (S) | Sponge Cake with Fruited Whipped Cream (FS) or Raspberry Sherbet 
g Fresh Apricots Barley Soup | Oxtail Soup 
“— > or Tomato Juice Meat Biscuit Roll—Mushrooms—Gravy (F) or Stewed Chicken (S) Deviled Crab or Broiled Lamb Chop (FS) 
— a m4 Oatmeal Escalloped Potatoes (FS) French Fried Potatoes 
0; s or Puffed Wheat Mixed Vegetables (F) or Summer Squash (S) French Cut Green Beans (FS) or Seven-Minute Cabbage 
= 3 = Cereal Melon and Black Cherry Salad or Chef Salad—French Dressing Tomato and Cucumber Salad—Vinegar and Oil Dressing 
3 : “ Sausage Links Orange Bavarian Cream (FS) or Bartlett Pear Half in Syrup or Cottage Cheese and Peach Salad 
Biscuits : Chocolate Marshmallow Roll (F) or Vanilla Ice Cream (5) 
- ; Honey Dew Melon Chilled Melon Ball Fruit Cup | Chicken Gumbo 
a : or Orange Juice Roast Rib of Beef Au Jus (FS) or Broiled Sweetbreads—Bacon Strip Vegetable Plate: Stuffed Baked Potato with Cheese, Broiled Whole 
; > Cracked Wheat Cereal Cloverleaf Rolls (F) or Browned Potatoes (FS) Tomato, Asparagus Spears, Toasted French Bread (F) 
° 3 or Ready-to-Eat Zuchinni Squash (F) or Buttered Asparagus (S) or Lamb Patty on Toast Points (S) 
; = Rice Cereal Vegetable Salad—Green Beans Marinated in Vinegar and Oil Buttered Potatoes (S) 
_ 4 Poached Egg or Stuffed Celery Minted Carrots (S) or Buttered Spinach (F) 
; Toasted English Muffin Red Raspberry Shortcake—Whipped Cream (F) Deviled Egg Salad or Wilted Lettuce—Sour Cream Dressing 
: or Chocolate Ice Cream (S) Applesauce Cake (FS) or Fresh Pineapple 
; (F)—Full Diet (S)—Soft Diet (FS)—Full and Soff Diet Bread, butter and a choice of beverages are to be included with each meal. 
' 
: Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
ry : BEEF ; POULTRY Lettuce Head, 48s 2 crates 
| Bost, Dried. S. Good 2 Ibs. 20 | Fowl (Eviscerated) Grade A, 5 tb. av. 10 Ibs. 15 | 2nlons, Dry 
Ground Beef U.S. Good, pkg. 25 tbs. 100 | Broilers (Eviscerated) Grade A, 2 1b. av. 20 Ibs. 20 revi 
i i ice s. . 
Fryers Grade A, 3 tb. av. 75 tbs. 100 Potatoes, White Bag No. | 400 Ibs. 
i - U. S. Choice 80 Ibs. 100 FRESH FRUITS Squash, Yellow Bushel 40-45 Ibs. 
Steak, Swiss U.S. Good, 40z.each 25 Ibs. 100 | Apples Jonathan, 113s crate Squash, Zucchini ibs. 40 
© | Stew U.S.Good, I-in.cube 5 lbs. 25 | Avocado Ripe 5 only Tomatoes Repacked (5 x 6) 60 Ibs. 
° 3 Bananas Ripe 30 Ibs. Turnip, Greens Crate 40 Ibs. 140 
Cantaloupe Crate, 45s crate Turnips Bunches 6 
Chops, Rib U. S. Choice, Grapefruit Seedless, 70s crate 
e > 5 oz. each 30 Ibs. 90 . FROZEN FRUITS 
Grapes box 28 Ibs. 
: Ground U. S. Good 5 lbs. 20 Apples Sliced, 30 Ib. can 30 Ibs. 
Bacon (Sliced) 24-26—1 Ih. ths. 72 | prandes 
Butts, Smoked FROZEN VEGETABLES 
‘ ° ’ Pineapple, Fresh Ripe 6 only 
: (Boneless) lean 20 Ibs. 100 30-35 Ib. av 35 Ibs. 35 Asparagus Spears, Ib.. pkg. 5 ibs. 30 
. Sausage Links 12—1 Ib. 30 Ibs. 120 oh peg : Beans, Green Julienne, 2'4 Ib. pkg. 30 tbs. 180 
' E Shoulder (B.R.T.) Grade A 30 Ibs. 90 FRESH VEGETABLES Broccoli Stems and buds, 
VEAL Cabbage Bag 50 Ibs. bb. pkg. Ibs. 
3 Cutlets U.S: Good,40z.each 5tbs. 20 | Chinese Cabbage Crate, 12s 1 crate Cauliflower Buds, 2% Ib. pkg. 15 tbs. 90 
| Shoulder (B.R.T) U. S. Good 5 ibs. 15 | Carrots Topped, bag 50 Ibs. Peas tb. pkg. 5 ibs. 30 
Steaks, Club U.S. Good, 50z.each 30 tbs. 90 | Celery Pascal, 30s crate Spinach Chopped, 24 Ib. pkg. 17% Ibs. 105 
: = Sweetbreads Fresh 5 Ibs. 15 | Corn on the Cob Bag, 50s, yellow Squash, Winter 3 Ib. pkg. : 3 ibs. 12 
FISH bantam 1 bag Succotash Ib. pkg. 15 Ibs. 
: Flounder Fillets 25 Ibs. 100 | Cucumbers ? 2 doz. Vegetables, Mixed 24 Ib. pkg. 15 tbs. 


yecovery care 


MANUAL OF RECOVERY ROOM CARE. 
John M. Beal, ed. New York Hos- 
pital—Cornell Medical Center, New 
York, Macmillan, 1956. 111 pp. 
$3.75. 

This monograph presents 14 
chapters with pertinent references 
to recent literature illustrating the 
salient points in the care of pa- 
tients in the immediate postopera- 
tive period. There are separate 
chapters devoted to administra- 
tive considerations, recovery room 
nursing, intravenous therapy, 
treatment of cardiac arrest and 
postoperative care of general sur- 
gical and surgical specialty pa- 
tients. They are written by special- 
ists in the respective fields. 

In contrast to recent publications, 
the book fulfills the authors’ pur- 
pose, namely, observation and. care 
of the immediate postoperative and 
postanesthetic patient. The scope 
is limited to the first 24-hour post- 
operative period. 

This book is intended as a guide 
and reference to all who have the 
responsibility of patients in a re- 
covery room. It should be of inter- 
est to nurses, interns and residents. 
This book is an excellent reference 
for those planning to establish a 
recovery room or to alter existing 
arrangements.—JOHN T. GENECZKO, 
M.D., department of anesthesiology, 
Henry Ford Hospital, Detroit. 


Fire fighting aid 


EMERGENCY REMOVAL OF PATIENTS AND 
FIRST-AID FIRE FIGHTING IN HOsPI- 
TALS. Robert McGrath. Chicago, 
American Hospital Association and 
National Safety Council, 1956. 59 
pp. $1.45. 7 
Lt. R. McGrath has made thor- 

ough and thoughtful observation 

and study on the most effective, 
safe, practical and efficient manner 
for nurses to remove patients to 
safety areas in time of fire. His 
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method is simple and adaptable and 
is based on good principles of body 
mechanics and a knowledge of well 
known, pertinent facts necessary in 
emergency handling of patients. 
The six removals, or carries, de- 


scribed can be quickly learned in 
a few practices. The type of carry 
selected, however, requires good 
judgment and evaluation of the 
condition of each patient. Each 
carry is clearly defined and ex- 
cellently illustrated. A thoughtful 
study of the procedures motivates 
one to-attempt a practice in his 
own situation. The procedures could 
be introduced to students in the 
teaching of nursing arts and first- 
aid courses. The value of the pro- 
cedures lies in the fact that they 
are directed to and can be taught 
and carried out by nurses and 
other paramedical personnel who 


would be responsible for the safety 


of patients in the event of a fire. 
The section on first-aid and fire 
fighting techniques gives clear, 
concise directions and movements 
to be mastered by all personnel 
caring for patients. Preparedness in 
this type of disaster has a twofold 
effect. Through routine practice 
and drilling, fear and awkward- 
ness are overcome and personnel 
become conditioned to an alert at- 
titude toward maintenance of safe 


also: 
fire fighting aid 
pediatric service 


practices in their daily work. 
Lt. McGrath is to be commended 
for the interest and time devoted 
to patient welfare. His procedures 
should be studied carefully and 
tried by all who are interested in 
preparing nursing personnel to 
meet their obligations to patients 
in times of: emergencies. Hospital . 
administrators, directors of nurses 
and members of safety committees 
will find this information essential 
in assisting them to improve their 
safety programs. 
—SISTER M. THEOPHANE, adminis- 
trator, St. Joseph Hospital, Lorain, 
Ohio. 


Pediatric service 


In the October 1954 issue of 
Pediatrics, the American Academy 
of Pediatrics published a 20-page 
section entitled “The Care of Chil- 
dren in Hospitals,” a report of its 
Committee on Hospitals and Dis- 
pensaries. This report, general in 
scope and basic in content, is in- 
tended as a guide for evaluating 
an existing pediatric service or for 
initiating a new service. Its pur- 
pose is not to establish minimum 
standards but to offer suggestions 
for developing the best possible 
care of children in hospitals. The 
following subjects are covered: the 
general hospital’s responsibility for 
child care; its responsibility for 
education and training of medical, 
nursing and auxiliary personnel: 
organization and administration of 
a pediatric service; the general 
hospital’s physical facilities; and 
conditions requiring special con- 
sideration such as orthopedic hand- 
icaps and long-term care. 

This report is available as a re- 
print from the American Academy 
of Pediatrics, 1801 Hinman Ave., 
Evanston, IIl., for 25 cents. 
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Safety sides do not interfere with use of the patient control panel. 


HILL-ROM ANNOUNCES THE FIRST 


All-Electric “Push Button” HiLoW BED 


@ This all-new, all-electric ‘tpush button’? Hill-Rom 
Hilow bed sets an entirely new standard for convenience, 
utility and patient comfort, and is the last word in ad- 
justable height bed design and performance. It is de- 
signed so that operation of the Hilow feature and adjust- 
ment of the backrest and kneerest may be handled by 
the patient. As shown above, push button controls for 
patient use are located on the patient’s right—in the 
seat section of the spring. If such patient operation is 
undesirable, the nurse can easily make it impossible by 
the use of “‘cut-out’’ switches on the motor unit. All 
switches are mechanically interlocked—no two push but- 
tons can be operated at the same time. Head end and 
foot end panels are designed by Raymond Loewy. 

With the addition of this new “push-button” model-- 
Hill-Rom now offers four different hilow beds, including _ 
both manually and electrically operated models. Com- 
plete information on any of these hilow beds will be 
furnished on request. 


HILL-ROM COMPANY, INC., Batesville, Ind. 
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The nurse also finds the push button control 
panel is conveniently located. 


NOW READY! 
PROCEDURE MANUAL No. 3 


Hilow Beds is the subject of Procedure 
Manual No. 3, prepared by Alice L. Price, 
R.N., M.A., Nurse Consultant for Hill-Rom 
Co., Inc. and author of three leading text- 
books on nursing—The American Nurses Dic- 


* tionary, A Handbook for Student Nurses and 


The Art, Science and Spirit of Nursing. Copies 
for student nurses and graduate nurse staff 
will be sent on request. Address Miss Alice L. 
Price, Hill-Rom Co., Inc., Batesville, Ind. 
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@® CHARLES R. E. BADGER has been 
appointed assistant director, Akron 
(Ohio) City 
Hospital. He was 
formerly assist- 
ant in clinic ad- 
ministration at 
the Cleveland 
Clinic Hospital. 


@ ELLSWORTH R. 
BROWNELLER, 
M.D., has been 
appointed act- 
ing medical di- 
rector of Jefferson Medical Col- 
lege Hospital, Philadelphia. He was 
formerly assistant to the medical 
director of the hospital. 


MR. BADGER 


@ Davip W. CLARK has been ap- 
pointed administrative assistant in 
the outpatient department of Uni- 
versity Hospitals of Cleveland. Mr. 
Clark joined the administrative 
staff at University Hospitals in 
1955 as an administrative resident. 


@ OWEN P. HATLEY has been ap- 
pointed assistant administrator and 
registrar of the Charles T. Miller 
Hospital, St. Paul, Minn. 

Mr. Hatley was formerly associ- 
ated with the Idaho Department of 
Public Health as director of the 
hospital facilities section. He is a 
graduate of the University of Min- 
nesota course in hospital adminis- 
tration. 


@ J. LEwis RIDGEWay has been ap- 
pointed administrator of Edge- 
combe General Hospital, Tarboro, 
N. C. He was formerly a hospital 
field representative for the Divi- 
sion of Hospital Services, Georgia 
Department of Public Health, At- 
lanta. Mr. Ridgeway has _ also 
served as administrator of the 
Marlboro County General Hospital, 
Bennettsville, S. C., and Oconee 
Memorial Hospital, Seneca, S. C. 

Mr. Ridgeway is a graduate of 
the Georgia State College of Busi- 
ness Administration course in hos- 
pital administration. 


@ JOSEPH SHAPLEY STUBBS JR., has 
been appointed director of Marietta 
(Ohio) Memorial Hospital. He was 
formerly administrator of South- 
side Community Hospital, Farm- 
ville, Va. He is a graduate of the 


80 


Medical College of Virginia, School 
of Hospital Administration. 

Mr. Stubbs succeeds WILLIAM 
STERLING WOLFE who has become 
associated with the State of Ohio, 
Division of Hospital Facilities, Col- 
umbus. 


@® CALVIN G. WILcox has been ap- 
pointed superintendent of Racine 
(Wis.) County Hospital and Home, 
succeeding R. J. HINTON. Mr. Hin- 
ton had been director since 1952. 

Mr. Wilcox was formerly assist- 
ant director of Crippled Children’s 
Hospital and School, Sioux Falls, 
S. Dak. 


@ HERMAN E. BAUER, M.D., J. CLAR- 
ENCE CHAMBERS JR., M.D., and 
BENJAMIN G. DININ, M.D., have 
been promoted to general medical 
superintendents assigned to the 
central office, City of New York, 
Department of Hospitals. Each will 
have several New York institutions 
under his supervision. 

‘PHILIP J. KAHAN, M.D., succeeds 
Dr. Bauer as medical superintend- 


ent of Elmhurst General Hospital, 


Queens (formerly New York City 
Hospital, Welfare Island). Dr. Ka- 
han was formerly medical super- 
intendent of the Bird S. Coler Me- 
morial Hospital and Home, Welfare 
Island. | | 

ISADORE FIRSCHEIN, M.D., suc- 
ceeds Dr. Chambers as medical 
superintendent of James Ewing 
Hospital, Manhattan. Dr. Firschein 
was formerly medical superintend- 
ent of Greenpoint Hospital, Brook- 
lyn. 

FERDINAND PIAZZA, M.D., suc- 
ceeds Dr. Dinin as medical super- 
intendent of Metropolitan Hospital, 
Manhattan. Dr. Piazza was former- 
ly at the central office of the City 
of New York, Department of Hos- 
pitals. 

ALLEN KANE, M.D., succeeds EVA 
S. VANDOW, M.D., as medical super- 
intendent of Francis Delafield Hos- 
pital, Manhattan. Dr. Kane was for- 
merly at Triboro Hospital, Queens. 

Dr. Vandow succeeds HARVEY 
GOLLANCE, M.D., as medical super- 
intendent of Coney Island Hospital, 
Brooklyn. Dr. Gollance has been 
assigned to Kings County Hospital 
Center, Brooklyn. 

SAUL PENNER, M.D., succeeds Dr. 
Firschein at Greenpoint Hospital, 


Brooklyn. Dr. Penner was former- 
ly at Kingston Avenue Hospital, 
Brooklyn. 7 

BERNARD RAND, M.D., succeeds 
SAMUEL STEINHOLTZ, M.D., as med- 
ical superintendent of Gouverneur 
Hospital, Manhattan. Dr. Rand was 
formerly at Morrisania City Hos- 
pital, Bronx. 

Dr. Steinholtz has been assigned 
to New York City Farm Colony 
Hospital, Staten Island, as medical 
superintendent. 

CAROLYN SILBERMANN, M.D., suc- 
ceeds Dr. Kahan as medical super- 
intendent of Bird S: Coler Memorial 
Hospital, Welfare Island. Dr. Sil- 
bermann was formerly at Queens 
General Hospital. 


Deaths 


Henry E. DAHLEEN, M.D., died 
December 17, aged 74, of coronary 
occlusion. Dr. Dahleen was for 
many years superintendent of San- 
ta Clara (Calif.) County Hospital. 


@oO. A. KILPATRICK, M.D., died 
March 23 of a heart attack. He was 
55. Dr. Kilpatrick was director 
of Hudson River State Hospital, 
Poughkeepsie, N. Y. He had headed 
the hospital since 1950 and inaugu- 
rated the day-care center at the 
hospital for psychiatric patients. 

Before joining the hospital, Dr. 
Kilpatrick had been with the New 
York State Department of Mental 
Hygiene since 1930. He served as 
acting director of the Rockland 
State Hospital and was director of. 
the Rochester State Hospital in 
1949. 


@ Nora E. YOUNG died March 28 
after suffering a stroke. She was 
69. Miss Young was administrator 
of the Caledonian Hospital, Brook- 
lyn, N. Y., from 1918 to 1926. 

In 1919, Miss Young was instru- 
mental in founding the hospital’s 
school of practical nursing. The 
Nora E. Young Endowment Fund 
was established in 1931 in recog- 
nition of her services to the hos- 
pital. 

In recognition of her many years 
of service at the hospital, Miss 
Young was named a life member 
of the Greater New York Hospital 
Association. She had also been 
president of the Brooklyn Hospital 
Council. 
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THE ONE MOST IMPORTANT 

HOSPITAL BUILDING MATERIAL 
is the ceramic floor tile that provides 
permanently built-in safety for all 
operating and anesthetizing areas. 
Mosaic Impervious’ Electrically- 
Conductive Ceramic Mosaic Floor 
Tile is the unquestioned first choice 
among ali floor materials for sur- 
gical suites. This one tile provides 
proper electrical conductivity, sure 
sanitation and absolute perma- 
nence. Operating Room — Floor: 
Mosaic Impervious Electrically- 
Conductive Ceramic Mosaic Floor 
Tile, Pattern 1778-A3; Wallis: 
x 414," Mosaic Glazed Wail Tile. 


= 


U.S.A.F. HOSPITAL, WRIGHT-PATTERSON AIR FORCE BASE, DAYTON, OHIO, ARCHITECTS: U.S.CORPS OF ARMY ENGINEERS. TILE CONTRACTOR: WEIFFENBACH MARBLE AND TILE Co. 


First line of defense against danger and wear. . . 


MOSAIC CERAMIC TILE PROTECTS WRIGHT-PATTERSON AIR FORCE HOSPITAL 


MOSAIC 


THE MOSAIC TILE COMPANY 


America’s largest ceramic tile manufacturer: 
General Offices: Zanesville, Ohio. 
Member—Tile Council of America, Inc. 

and The Producers’ Council, Inc. 
Showrooms, Warehouses and Factories from 
Coast to Coast. 


For free estimates on 
Mosaic Tile, see the 
yellow pages for your 


EXTREMELY LOW MAINTENANCE COST | THROUGHOUT ANESTHETIZING AREAS 
. for the life of the building results wherever ceramic Mosaic Electrically-Conductive Floor Tile assures 
tile is used. In many key areas of the Wright- protection from explosion hazard. It is both pre- 
Patterson Hospital, colorful permanent Mosaic tested and factory warranted. Scrub-up Room — 
Ceramic Tile is wisely used. Diet Kitchen — Floor: Floor: Mosaic Impervious Electrically-Conductive 
Mosaic unglazed ceramic mosaics, Pattern 2283; Ceramic Mosaic Floor Tile, Pattern 1778-A3; Walls: 


Walls: 41/4," x 414,” Mosaic Glazed Wall Tile. 4," x 4\4," Mosaic Glazed Wali Tile. 
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ECONOMICAL ADMISSIONS 


New concentric mirror optics give 
high resolution with 70 to 80% 
less radiation in 4°x4" photofluorography 


Now one investment gives you a completely versatile 
X-ray system covering the four major categories of 
photofluorography. Films for the Fairchild-Odelca 
4” x 4” camera are small enough—and inexpensive » 
enough—to make the camera practical for hospital : 
admissions and niass chest survey. Yet the detail 
achieved makes them entirely suitable for general and 
serial diagnostic radiography. 


The heart of the Ultra-Speed Camera is its Bouwers 
Concentric Mirror Optical System. Because its speed is 
four times that available in present refractive lens 
cameras, patient exposure to X-rays is reduced by 70 to 
80%. Resolution is more than doubled, which insures 
sharp, crisp negatives of diagnostic quality. In fact, the 
resolution of this optical system exceeds that of the 
fluorescent screen. That means the Fairchild-Odelca 
Camera records all the details the screen can show. 
And because of the camera’s fast optical speed, 
much voluntary and involuntary motion can 

be stopped, thus virtually eliminating the 

need for retakes. 


FIND OUT ALL the details from your 
regular X-ray equipment suppliers, or write 
Fairchild Camera and Instrument 
Corporation, Industrial Camera 
Division, 88-06 Van Wyck Expressway, 
Jamaica 1, New York, Dept 160-47Q. y 


Woman at her Bath. LA 
Marble Statue by f 
Jean Antoine Houdon. 

French, dated 1782. 
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KEY TO ORGANIZATION AND USE OF 


ANNUAL ADMINISTRATIVE REVIEWS 


The objective of these administrative reviews is to 
provide the busy administrator and his staff with 
concise but complete summaries of developments and 
' activities during the past year in selected specific 
areas of interest. 


The reviews are largely based on, and are corre- 
lated with, selected bibliographies in each area. Thus 
the reader desiring more detailed information on 
some particular topic mentioned in the discussion 
has only to refer to the book or journal cited to ob- 
tain the information desired. References not avail- 
able in a hospital library may be obtained from the 
Association library as a membership service. 


The references to the literature are numbered con- | 
secutively for each subject reviewed, and are keyed > 


into the text of the discussion by italic figures in 
parentheses: for example, (1), (1,2,3), (1 through 5). 


Periodical references have been selected from the 
Current Periodical Literature Index published semi- 
annually by the American Hospital Association. The 
abbreviations of names of periodicals conform to the 
style used in that index. Each such reference cites, 
in order: author, title of article, name of journal, 
volume number, date of publication. 
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ACCOUNTING AND FINANCIAL MANAGEMENT 


This material was prepared by 
Elton TeKolste, staff representa- 
tive, Council on Administrative 
Practice, American Hospital Asso- 
ciation. 

i. INTRODUCTION 


The interest of the general pub- 
lie in costs of hospital operation 
continued at a high level during 
- 1956. As inflationary pressures, 
both general and specific, advance 
the costs of rendering patient care, 


even greater interest is to be an- 


ticipated (1). 
_. The accountant is emerging as 
an important member of the ad- 
ministrative staff of the hospital. 
When divested of the bookkeeping 
tasks, the accountant is able to 
present, analyze, and interpret fi- 
nancial and statistical data for the 
other members of the staff (2). As 
hospital costs continue to demand 
more explanation, both internally 
and externally, the administrative 
functions assigned to the account- 
ants will extend to new areas in 
which accounting reports can as- 
sist in the solution to accounting 
and financial problems. 


ll. CURRENT PRACTICES 


management — In the 


United States, funds for operat- 
ing hospitals are provided from 
various sources of revenue. The 
most important source is that 
derived from patients which ac- 
counts for 80 to 90 per cent of 
the costs (3). Other sources, such 
as community fund, special fund 
and general philanthropic con- 
tributions of individuals and foun- 
dations, must then be called upon 
to pay for the other 10 to 20 per 
cent of the operating costs if the 
hospitals are to continue to exist. 
It is important that these. other 
sources of meeting the costs of 
operations be informed of the na- 
ture of the costs and the reasons 
why they cannot be borne by pa- 
tients. An adequate explanation of 


this type demands an adequate. 


definition and determination of 
costs through a cost analysis pro- 
gram within hospitals. Cost anal- 
ysis also assists in establishing a 


APRIL 16, 1957, VOL. 31 


more reasonable relationship be- 
tween costs and rates within each 
hospital. 

The financing of additional hos- 
pital facilities continued to receive 
assistance through the Hill-Burton 


Act during 1956; however, much 


expansion must be provided from 
hospitals or the community in gen- 
eral. A fundamental understand- 
ing of costs is necessary for the 
purpose of evaluating the capabil- 
ities of the hospital to provide 
funds for expansions as well as to 
evaluate the financial impact of 
the expanded facilities upon the 
future costs of operation (4). 
Additional governmental sup- 
port for solving the problem of 
the unusually high demand upon 
funds to pay for construction has 
been made available in the Ohio 
area through an adaptation of the 
‘“‘buy -sell-lease-back”’ technique 
which has been used successfully 
in industry for many years. In 
the Ohio area, the county would 
finance the original. construction 
costs and lease the hospital to the 
localities for an annual rental fee. 
In this way, the hospital would 
include in its current operating 
costs a cash. charge, similar to 
rent, avoiding a iarge initial out- 
lay normally required to pay for 
the cost of the construction (5). 
Hospitals must continue to ac- 
cept the rendering of care to pa- 
tients as their primary responsi- 
bility; however, if they are to 
avoid financial or other difficulties, 
they must not overlook the pos- 
sibility of improving the efficiency 
of the operation. It must be em- 
phasized that efficiency of opera- 
tion can be improved by rendering 
more patient services at the same 
cost as well as by deducing the 
total costs of operation while con- 
tinuing to render the same service. 
When financial difficulties are 
encountered in the operation of 
the hospital, a possibility of undue 
emphasis upon costs may result. 
The threat of absentee manage- 
ment of hospitals as means of re- 
moving deficits from operations 
exists in some areas (6). 
Persons responsible for financial 
operations should use all means 


available for judging the efficiency 
of the hospital. Even though many 
weaknesses may exist in compar- 
ing costs among hospitals, the value 
of such comparisons as a clue to 
possible difficulties should not be 
overlooked (7). 

A discussion of the reasons for 
existing differences may prove to 
be a valuable experience in better 
understanding idiosyncrasies of a 
particular hospital. Also, the es- 
tablishment of a master plan 
through the use of budgetary 
techniques and constant compari- 
sons to the plan will provide 
excellent evaluation of current 
operation (8). The budget, in ad- 
dition, may provide a good exer- 
cise in learning more about the 
operations (9). By defining the re- 
sponsibilities for costs and by the 
insertion of proper flexibility into 


the budget and current reports, 


management is able to evaluate 
the effectiveness of the various — 
members of its organization (10). 


Finally, the budget may play an 


important role in planning for the 
expansion of facilities (11). 

While cost analysis can do much 
to determine additional facts 
about the historical costs, budg- 
etary procedures can provide a 
dynamic method of providing the 
necessary information for the 
control of costs before these costs 
become historical information. The 
effective budget can be used to 
‘*(1) coordinate the efforts of the 
entire organization, (2) measure 
operating efficiencies, (3) reveal 
operating weakness, (4) formulate 
fiscal policies, and ... (5) rec- 
ognize members of the organiza- 
tional team whose efforts made it 
possible to achieve the budget ob- 
jective” (12). 

Credit and Collections—An average 
of 5 per cent of patients leave the 
hospital without making any ar- 
rangements for paying their bills. 
Thirty per cent leave before they 
have paid their entire bill. Even 
with the various prepayment and 
insurance plans, the extension of 
credit to patients is a problem of 
considerable importance (13). 


There are probably as many ~— 


different credit policies as theré 
are hospitals, although certain | 
general rules and procedures are 
followed by many. Since no one 
is refused admission, great impor- 
tance is placed upon the admit- 
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ting interview (14). A separation 
of the admitting interview from 
the admission of the patient is 
accomplished through the issuance 
of credit cards. In some cases, 
credit cards are issued after an 
interview by the admitting office 
during which the credit standing 
of the prospective patient is estab- 
lished. In other cases, the credit 
standing. is determined through 
normal community credit approval 
procedures, and credit cards are 
sent to all members of the com- 
munity possessing good credit 
standing. The saving of time at 
the time of admitting a person 
with a credit card is particularly 
beneficial in emergency cases (15, 
16, 17). 

Every hospital should establish 
a written credit policy (18). Such 
a policy is most helpful to the ad- 
mitting and interviewing officers 
in talking with the patient. The 
policy should be firm for the pur- 
pose of inducing financially able 
debtors to pay their accounts. If 
such a debtor fails to pay, the 
hospital may feel itself justified to 
exert some pressure. Charity cases 
should be recognized prior to ad- 
mission, and as a result, those who 
are charged may be informed of 
their responsibility to pay without 
equivocation (14). 

When patients do not respond 
to letters or other normal means 
of notification, telephone contacts 
can be invaluable. When all meth- 
ods employed internally by the 
hospital fail to collect the account 
and it is given to an attorney, the 
attorney should be permitted or 
instructed to proceed with suit 
immediately. This has a definite 
effect upon other attorneys and 
other debtors (18). 

To avoid the possibility of over- 
looking an old account and thus 
failing to send follow-up corres- 
pondence, it is desirable to use an 
age analysis of the accounts at reg- 


ular intervals. In this way, the old | 


accounts are brought automatically 
to the attention of the person 
reading the report (19). 

Collection of accounts from the 
patients who are able to pay is 
the fairest policy because it is 
unjust to ask the community to 
shoulder the hospital expense of 
such persons. “It is not only un- 
fair, but it simply won’t work 
anymore!” (20). 
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Accounting and Business Office Pro- 
cedures —- Many basic accounting 
problems still await their proper 
solution. Not all hospitals have 
adopted the chart of accounts 
(21). In some areas, steps. have 
been taken in uniform accounting 
through “the report accounting 
system” as introduced in Mani- 
toba, Canada (22). In other areas, 
a lesser degree of uniformity has 


been achieved through an educa- 


tional program and direct assist- 
ance from the accounting special- 
ist within the state (23). 

The American Hospital Associa- 
tion in 1956 published Section 2, 
Bookkeeping Procedures and Bus- 
iness Practices for Small Hospitals, 
of the Handbook on Accounting, 
Statistics and Business Office Pro- 
cedures for Hospitals (24). 

The improvement of accounting 
methods through the use of ma- 
chines—even in the smaller hos- 
pitals—and the desirability of con- 
sidering the advantages of such 
installations is important in the 
further development of an ac- 
counting department and in free- 
ing the accountant for the more 
important tasks of analysis and 
interpretation of financial data 
(25). 

Consideration should be given 
to internal control in _ hospitals, 
for it can give management the 
advantages and rewards which re- 
sult from careful planning (26). 

The management desiring as- 
sistance in improving the account- 
ing procedures and improving in- 
ternal control measures will find 
the hospital case study published 
by the American Institute of Ac- 
countants helpful (27). 

. Further application of account- 
ing. techniques as they have been 
developed in the industrial ac- 
counting area may assist account- 
ants in more effectively reporting 
financial data. Expressing sup- 
plies in terms of average costs of 
specific activities and computing 
percentage variances can be help- 
ful in defining areas in which ex- 
pense reductions can be accom- 
plished (28). Defining expenses by 


their fixed and variable compo- 


nents can further the under- 
standing of the cost impact of 
anticipated volume changes. Even 
setting standards on the basis of 
units of activity for various de- 
partments may be practical and 


can assist in reducing the volume 
of financial statistics to be ana- 
lyzed if one scrutinizes only the 
variances. If the expense is not 
“out of line’, it need not demand 
the attention of a business admin- 
istrator by appearing on a report 
(29). 

The continuing problem of. ris- 
ing costs and the greater empha- 
sis being placed upon the rela- 
tionship of costs and charges is 
directing more attention to the 
problem of determining and an- 
alyzing costs (30). Hospital man- 
agement must meet this challenge 
for better cost information, and 
the hospital accountant must do 
his part by providing the infor- 
mation in clear and concise re- 
ports. 
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ACCREDITATION 


This material was prepared by 
Kenneth B. Babcock, M.D., direc- 
tor of the Joint Commission on 
Accreditation of Hospitals, Chicago. 


I. INTRODUCTION 


The Joint Commission on Ac- 
creditation of Hospitals is an in- 
dependent, voluntary, nonprofit 
corporation devoted to improving 
the quality of care rendered to 
patients in hospitals. Its method 
of achieving this goal is to estab- 
lish minimum standards of quality 
of patient care and then invite all 
hospitals to meet or surpass those 
standards by improving their serv- 
ices and facilities. 


The Joint Commission, repre- 


senting five nonprofit organiza- 


tions, has a board composed of 
20 commissioners. These organiza- 
tions, and the number of com- 
missioners representing each, are 
as follows: 

American College of Physicians....3 
American College of Surgeons......3 
American Hospital Association...... 7 
American Medical Association......6 
Canadian Medical Association...... 

One commissioner representing 
the American Hospital Association 
is chosen from its Canadian hospi- 
tal membership. 

The Joint Commission, incorpo- 
rated under Illinois laws with head- 
quarters in Chicago, is financed by 
annual grants from the member 
organizations, in proportion to 
their representation. 


Any hospital which is listed by | 


-the American Hospital Association 
has 25 or more beds, and has been 
in operation for at least one year 
is eligible for survey. Requests for 
survey should be made to the 
Director, Joint Commission on 
Accreditation of Hospitals, 660 N. 
Rush St., Chicago 11. 

An effort is made to survey each 
hospital within six months from 
the time of application. Surveys 


are carried out by physicians who | 
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are on the staff of the commission, 
the American College of Surgeons, 
the American Hospital Association 
or the Canadian Medical Associa- 
tion. Three basic documents con- 
cerning accreditation are published 
by and may be purchased from the 
Joint Commission. 

All standards for accreditation 
are based on principles which time 
and experience have shown to be 
the best assurance of proper care 
of the hospital patient. The field 
representative reports his findings 
and recommendations to the direc- 
tor of the Joint Commission, who 
in turn reports to the Board of 
Commissioners. The board then 
votes to grant the hospital accred- 
itation for three years, one year or 
no accreditation. A list of accred- 
ited hospitals is published annual- 
ly by the commission. Hospitals 
accredited for three years are 
given recognition in the form of 
a certificate. 


ll. CURRENT PRACTICES 


At the close of 1956, approxi- 
mately 3,770 hospitals were ac- 
credited. During the year the 
number of surveys .conducted is 
as follows: 


United States ........:... 1,273 
29 
1,420 


During 1956, in keeping with 
the policy of the commission, the 
standards for hospital accreditation 
were under continued study and 
evaluation. The Board of Commis- 


-sioners thinks this activity is of 


major importance in order to in- 
sure a dynamic, progressive pro- 
gram established within a frame- 
work of solid basic principles with 
sufficient flexibility to encourage 
initiative and to allow for a maxi- 
mum of freedom in the implemen- 
tation of the standards. Any change 
in the standards which the Board 


of Commissioners makes is pred- 
icated on its effectiveness to safe- 
guard the patient and improve the 
quality of medical care in hospitals. 

As a result of study and thought- 
ful deliberation the Board of Com- 
missioners, at its meeting in De- 


~cember 1956, modified the standard 


in respect to attendance at medical 
statf meetings. The Standard II B 
4b was changed to read as follows: 

“Active staff attendance’ shall 
average at each meeting at least 
a majority of the active staff who 
are not-excused by the executive 
committee for just cause. Each ac- 
tive staff member shall attend a 
majority of staff meetings unless 
excused by the executive commit- 
tee for just cause.”’ 
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 AUXILIARIES AND VOLUNTEER SERVICE 


« [his material was prepared by 
Mrs. Frederick N. Blodgett, chair- 
man of the American Hospital 
Association Council on Hospital 
Auxiliaries. 


Il. INTRODUCTION 


Hospital auxiliaries are the or- 
ganized groups that voluntarily 
devote their time and efforts to 
furthering the general welfare of 
their hospitals and communities. 
This is achieved through super- 
vised activities both within and 
without the walls of the hospital, 
but always with direct bearing 
upon its needs. Auxiliaries’ princi- 
pal functions have long been de- 
fined as service, (1, 2, 3, 4, 5, 6, 7, 
8), public relations (9, 10, 11,12) 
and fund raising (13, 14). The 
three categories are interrelated in 
actual operation, but form a recog- 
nizable and convenient method of 
classification. Auxiliaries are an- 
swerable to the hospital’s adminis- 
tration (15, 16) and board of trus- 
tees, and are expected to work in 
close cooperation with both. Many 
auxiliaries now have regular or 
ex-officio representation on the 
hospital’s board of trustees. 

Hospital auxiliaries have been 
organized on a national scale since 
1949, when the American Hospital 
Association formed an official com- 
mittee on auxiliaries as part of its 
own working structure. In this 


connection the American Hospital 
Association created a Type V in- 
stitutional membership for “any 
hospital auxiliary or other service 
group organized in connection with 
a hospital which holds institutional 
membership.” -Annual dues are 
scaled to the number of beds in 
the parent hospital. The response 
to this opportunity to become di- 
rectly affiliated with the American 
Hospital Association was immedi- 
ate and widespread. There are now 
nearly 1,200 auxiliary members, 
with a steadily increasing roster. 
Because of this successful program 
of organization, hospital auxiliaries 
now feel that they are justified in 
assuming a position of national 
leadership among all volunteer 
groups in civilian hospitals. 

In September 1956, the American 
Hospital Association changed the 
auxiliary status within its own 
structure from committee to coun- 
cil. This expression of confidence 
in the growth of importance of the 
auxiliaries was accepted as an im- 
plicit directive to prove their abil- 
ity and to accept the responsibility 


of demonstrating that a good hos- 


pital auxiliary can function as re- 
liably as any other hospital Tn 
ment. 

Following this national recogni- 
tion and organization of hospital 
auxiliaries, a large proportion of 
state hospital associations has 


also incorporated auxiliaries within 
their working structure, although 
not necessarily following the na- 
tional pattern. Recognizing the 
tendency toward strengthening 
state hospital structures generally, 
the Council on Hospital Auxiliaries 
of the American Hospital Associa- 
tion has urged state recognition of 
auxiliaries, not only through pre- 
cept and general advice, but also 
through the offices of state advisory 
counselors. These counselors are 
appointed annually by the presi- 
dent of the American Hospital As- 
sociation to act as liaison between — 
the American Hospital Association, 
the state hospital associations and 
the local auxiliaries. The coun- 
cil is preparing a guide for the 
development of state auxiliary pro- 
grams to assist in standardizing 
and strengthening state sponsor- 
ship of hospital auxiliaries. 


lil. CURRENT PRACTICES 


Membership and Participation—Local 
auxiliaries set-up their own rules 
for membership, whether it is to 
be invited or open; active or sus- 
taining; limited or unlimited. The 
payment of annual dues to the 
auxiliary by. individual members, 
however, seems to be an invariable 
rule. 

Although hospital auxiliaries are 
made up predominantly of women, 
there are an increasing number of 


men who not only join but form 


auxiliaries of their own. Another 
constructive situation which has 


-mushroomed rapidly within the 


last few years is the growth of 
teen-age and junior auxiliary 
groups (17). It is generally felt 
that these young people, with their 
enthusiastic response to guided 
hospital work, are getting an early 
introduction to civic responsibility, 
nonparental discipline, and the 
stimulation of participation in an 
adult occupation, all of which is 
extremely salutary for the adoles- 
cent. Their own contribution to 
hospital work is far from incon- 
siderable. The Council on Hospital 
Auxiliaries has sponsored and en- 
couraged their existence not only 
directly by presentation on na- 
tional (18) and regional programs 
and in written articles, but also. 
by setting up an approved system 
of awards and uniforms distinct 
from those approved for the adult 
hospital auxiliary member, and 
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more fitting for the young (19). 
Hospital Volunteer Service (2()) — 
The programs and projects of aux- 
iliaries across the country vary 
tremendously with the size and 
type of both the auxiliary and the 


hospital with which it is affiliated.. 


The one program most widely car- 
ried on, however, is that of inhos- 
pital volunteer service (20, 21, 22, 
23, 24, 25, 26). Here again, there 
is wide variation to be considered, 
but at the same time there is a 
definite and expressed desire for 
proper standardization within the 
general program of volunteer serv- 
ice. The Council; therefore, has 
this year begun preparation of a 
written guide, directed to hospital 
administration, analyzing a general 
program for directors of hospital 
volunteer services. When com- 
pleted, this guide will set forth 
a job analysis of both the paid 
and unpaid heads of -hospital vol- 
unteers; the standards of service 
‘to be expected of the volunteer; 
training and orientation; the ac- 
cepted areas suitable for volunteer 
service; also the proper orientation 
of hospital staff and personnel for 
acceptance of the volunteer. It is 
hoped the end result of this study 
will be the improved definition of 
the recognition of volunteer serv- 
ice, its scope and its standards. This 
guide is offered as a service pri- 
marily for the hospital administra- 
tor, to whom the head of volun- 
teer service should be responsible. 
Proper prestige for the office of 
director of volunteer service has 
not yet been attained universally. 
While the growth of established 
departments of hospital volunteer 
service is still in this developing 
stage, the national auxiliary coun- 
cil hopes to offer a guide through 
which mutual understanding may 
result among administration, staff, 
personnel and the volunteer direc- 
tor herself, thereby effecting a 
smoother functioning of the hos- 
pital’s complete services. 
Coordination between hospital 
volunteer service departments and 
hospital auxiliaries must also be 
considered. In different situations 
the auxiliary and the volunteer 
service department may be one and 
the same; in others they may be 
separate but working along paral- 
lel lines; and still other varying 
situations of interrelationships may 
be found. Furthermore, auxiliary- 
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sponsored volunteer service has 


now progressed to the point where 


it is desirable to look into relation- 
ships with parallel service groups, 
such as Red Cross, AMA auxili- 
aries, etc. Coordination of effort 
and avoidance of overlapping serv- 
ices can thus be obtained, with no 
loss of original sponsorship. 

National Program—In general, the 
national leadership for auxiliaries 
concentrates upon education for its 
membership, on the theory that the 
well organized and well function- 
ing auxiliary (31, 32, 33) is the 
hospital’s prerogative; and that the 
informed member of the individual 
auxiliary is the best servant of 
hospital and. community. Methods 
of carrying on this continuing pro- 
gram are far-reaching and varied. 
Manuals of operation of the proj- 
ects most commonly and most prof- 
itably carried on by auxiliaries 
have been produced and distrib- 
uted as a membership service (13, 
14). Reprints of lectures and pro- 
grams are made available (18). 
The American Hospital Association 
library has- an extensive file of 
projects and how-to-do-it data, 
all available on loan or purchase. 
There are educational slides and 
films which form the basis of pro- 
grams for individual auxiliaries or 
larger meetings. 

Even more important are the 
national conferences and educa- 
tional institutes offered by the 
Council on Hospital Auxiliaries. 
Each year, since 1948, concurrently 
with, and under the auspices of, the 
annual convention of the American 
Hospital Association,. the auxili- 
aries hold a program of their own, 
attended by hundreds of women 
from the United States and foreign 
countries. A four-day program of 
general sessions and smaller dis- 
cussion groups offers information, 
the interchange of ideas, and in- 
spiration in general. 

The first auxiliary-sponsored in- 
stitute was held in-May 1955. Its 
success was immediate and in 1956 
three more were held. Two were 
on “leadership” and one was on 
“volunteer service.’ Although nec- 
essarily limited in enrollment and 
in geographical spread, these insti- 
tutes have more than proven their 
worth and will be continued along 
similar lines, with the further pos- 
sibility of being “packaged” for 
statewide presentation. 


The Council on Hospital Auxili- 
aries strives to coordinate its pro- 
gram with its allied American Hos- 
pital Association Councils where 
desirable, especially in such fields 
as those of nurse recruitment (17, 
27, 28), cooperation in disaster 
planning (29), increasing the state- 
wide responsibility for hospital 
leadership, the problem of volun- 
teers for mental hospitals (30), and 
the furtherance of good hospital 
public relations (9, 12). 
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DISASTER PLANNING 


This material was prepared by 
John N. Hatfield II, Secretary 
American Hospital Association 
Committee on Disaster Planning. 


I. INTRODUCTION 


During 1956, disasters of many 
types occurred throughout the 
country. These disasters affected 
‘hospitals in various ways. Some 
hospitals were required to evacu- 
ate patients. Other hospitals had 
to alter immediately their normal 
procedures to receive disaster vic- 
tims. Still other hospitals had to 
continue to provide service for 
their communities while their nor- 
mal sources of vital utilities, such 
as water and electricity, were dis- 
continued. Descriptions of many 
of these disasters were reported 
in the literature (1, 2, 3, 4). 

Hospitals gave increased atten- 
tion to disaster planning during the 
vear, preparing new plans and re- 
vising old ones. The publication by 
the American Hospital Association 
of two handbooks on disaster plan- 
ning for the guidance of hospitals 
in making their preparations con- 
tributed to this increase (5, 6). The 
Joint Commission on Accreditation 
of Hospitals added a requirement 
to the accreditation standards— 
that hospitals must have a written 
plan for the reception and care 
of mass casualties (7). This action 
also prompted many hospitals to 
evaluate their planning. 

Recognition of the fact that a 
hospital’s disaster plan is not com- 
plete until it has been coordinated 
with the community caused many 
hospitals to review and revise their 
plans to fit into a community plan. 


il. CURRENT PRACTICES 


Disaster plans being prepared by 
hospitals should include four basic 
considerations: reception of casu- 
alties; evacuation of patients; con- 
tinuation of hospital service under 
adverse conditions, such as disrup- 
tion of water, fuel, electricity, tele- 
phone and other utilities; and in- 
tegration into a community plan. 

The AHA’s handbook on disaster 
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planning (5) outlines some of the 
general principles to be followed 
in preparing a plan that will pro- 
vide for these four basic consider- 
ations. The companion publication 
(6) contains articles and reports 
that provide additional information 
on the general aspects of disaster 
planning. Articles on this subject 
appeared in various publications 
during 1956 (8, 9, 10, 11, 12, 13). 

Planning being done by hospi- 
tals has gone well beyond the 
stage. Articles appeared 
on the following departmental and 
technical aspects of disaster plan- 
ning: medical management of mass 
casualties (14, 15, 16, 17, 18, 19); 
supplies and equipment (20, 21, 
22); pharmacy department (23, 
24); x-ray department (25); med- 
ical records and casualty tags (26); 
evacuation of patients (27, 28, 29); 
hospital auxiliaries (30); water 
supply (31); mental hospital dis- 
aster planning (32); and the nurs- 


ing department (33, 34, 35). 


Studies of disasters in the past 
have revealed that the lack of 
community planning was one of 
the primary causes of breakdown 
in the handling of disaster victims. 
Community planning for disasters 
began to receive more attention in 
1956 (36, 37, 15). An important 
part of community planning is the 
coordination of the resources of 
various community agencies and 
organizations (38). 

The completion of a disaster 
plan is only the first step to disas- 
ter preparedness. The next step is 
training and practice. Without 
trained people no disaster plan is 
worth while. One of the better 
ways to train personnel in their 
disaster duties is to conduct drills 
frequently. Disaster drills offer 
another advantage; they provide 
an opportunity to test the disaster 
plan and to. make revisions to 
strengthen weak spots (39, 40, 41, 


42). \ 
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FOOD SERVICE AND DIETETICS 


This material was prepared by 
Ruth M. Kahn, staff representative, 


Council on Professional Practice,: 


American Hospital Association. 
I. INTRODUCTION 


Long ago the responsibilities of 
the ‘hospital dietitian were estab- 
lished as follows: 

1. Planning, production and serv- 
ice of high quality, appealing, at- 
tractive food which meets the nu- 


tritional needs of patients and - 


personnel. 

2. Conducting and/or participat- 
ing in educational. programs for 
medical, dental and dietetic in- 
terns, and medical and nursing 
students. 

3. Attending physicians’ rounds. 

4. Training personnel. 

5. Execution of these activities 
within an allocated budget. 

6. Participation in community 
activities (1). 


il. CURRENT PRACTICES 


Administration — Management has 
artistic and scientific aspects. Al- 
though management has been prac- 
ticed for years, only within the 
lifetime of many dietitians has 
management in general, and busi- 
ness management in particular, 
been studied by more than a very 
few persons. Thus while the art 
of management is old, the science 
is very young (2). 

Most practitioners and profes- 
sors of management recognize that 
the science which complements the 
art can never replace it. This is 
true, because management’s task is 
to coordinate human efforts toward 
one or more objectives, and human 


nature is too complex and inexact 


to expect success from the strict 
application of exact scientific meth- 
ods. It has been said that “the art 
of managing is surely to maintain 
the balance between scientific de- 
cisions and human artistry. .. To 
practice this art, a knowledge of 
principle is essential (2).”’ 

It is reasonable to assume that 
even in the smallest hospital, the 
objectives of the dietary depart- 
ment cannot be achieved solely by 
the dietitian’s effort. Attainment of 
the department’s objectives de- 
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pends on the efforts of others. 
Communication then is an impor- 
tant part of the dietitian’s man- 
agerial task. 

Does the hospital administrator 
know precisely how .the objectives 
of the dietary department are re- 
lated to the general. objectives of 
the hospital? Does he know how 
his response to the dietitian affects 
the dietary department’s ability to 
obtain its objectives? 

Do the cooks and food handlers 
know precisely how their perform- 
ance contributes to the attainment 
of the general objectives of the 
hospital and more specific objec- 
tives of the dietary. department? 
Do the graduate nurses and li- 
censed practical nurses know pre- 
cisely how their performance con- 
tributes to the attainment of the 
general objectives of the hospital 
and the more specific objectives of 
the dietary department? 

It is management’s task to show 
the participants in the organiza- 
tion how their goals may be re- 
alized co-incidentally with their 
contribution to the organization. 
This, too, is a communications’ 
function. Management must com- 
municate to the participants not 
only information which contributes 
to their skill to work, but also 
understanding of the organization’s 


- objectives, which underlies their 


will to work. The people who per- 
form the organization’s work will 
apply themselves more earnestly 
and will receive satisfaction more 
fully, if they are able to relate 
their personal goals to organiza- 
tional objectives. 

The organization and manage- 
ment of the dietary department, 
therefore, is a shared responsibility 
with every department within the 
hospital. By the same token the 
other departments-in the hospital 
are a responsibility of the dietary 


department. 


The administrator expects his 
dietitian to be a food service ex- 
ecutive, prepared by formal edu- 
cation with the tools of her trade. 
These include a knowledge of basic 
nutrition, techniques of food prep- 
aration, use of equipment and a 
realization that only by working 


through a variety of kinds of peo- 
ple will she produce her end prod- 
uct. Only in her internship as yet 
can we expect her to spend a great 
deal of time and educational ex- 
perience along the practical lines 
of supervision, training, coordina- 
tion and administrative relation- 
ships with medical staff and other 
department heads on the hospital 
team. In addition, we expect her 
to get her experience in dealing 
with sick people. 

It has been pointed out that 75 
per cent or more of the food the 
dietitian produces and serves is 
meant for people who are on a 
normal diet, whether they are pa- 
tients in the hospital or personnel 
in the cafeteria. Much time has 
been spent emphasizing the prob- 
lem of communication and delega- 
tion at the top level. This problem 
is not any more important than 
other facets of the dietitian’s ac- 
tivity, but observation seems to 
point up this particular area as 
a weak one in the present prepara- 
tion of the dietitian. | 

As a professional group, dieti- 
tians have done a supurb work. 
However, until patients and per- 
sonnel refer to hospital foods with- 
out an automatic frown, dietitians 
and administrators have some work 
to do (3). 

Food Costs and Their Control—-There 
are five vital steps or rules for 
achieving food cost control: menu 
construction, recipe interpretation, 
purchasing procedures, production 
control, and accounting and rec- 
ords. Certainly in the enumeration 
of these cost control factors, one 
cannot help realize that controlling 
food costs is no small job and de- 
mands competancy in many areas. 
If the dietitian knows the rules 
and diligently attempts to put them 
into effect—from menu writing to 
records keeping—good cost control 
can be accomplished (4). 

Equipment—-Is the equipment in 
the food service department work- 
ing for her? Is it being used to 
the best advantage and to its ca- 
pacity? To answer these questions, 
the dietitian must ask herself sev- 
eral more questions and work at 
their answers. The questions are 
as follows: 

1. What equipment is available? 

2. Is the equipment in the best 
possible condition? 
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3. Is the equipment in the right 
place? 

4. Is there enough mobile equip- 
ment? 

5. How can equipment be moved 
which needs to be moved? 

6. Is there certain equipment 
that should be discarded? 


7. Is the equipment multiuse . 


-and flexible? 

8. Would some minor purchases 

improve operational efficiency at 
no increase in costs? 
These questions and their answers 
should take the dietitian a long way 
toward the analysis of her problem 
in layout of equipment (5). 

The decision in buying equip- 
ment for a new structure in one 
hospital was “let those who will 
use it help choose it.” Help was 
given by the purchasing agent as 
well as the engineer in writing up 
specifications for new equipment 
and in discarding the old (6). 

In outline form, here are some 
of the trends which appear evident 
in the equipment of the future: 

@® Emphasis on sanitation. 

® Continued emphasis on econo- 
my of design and operation. 

@ New equipment designed to 
simplify special problems of die- 
tary management, coupled with 
high pressure selling to induce 
management’s acceptancy of such 
ideas. 

@® More accurate controls for 
equipment. For example, there 
will be devices which will receive 
complete instructions for a cooking 
or baking cycle, and follow the 
process through by an automatic 
control from these directions. There 
will be. automation in forms of 
conveyor systems and other step- 
Saving devices. 

® Centralization of similar oper- 
ations to reduce food preparation, 
labor and supervisory costs. This 
is most evident in pre-preparation 
of vegetables and meat and in the 
purchase of bakery goods, rather 
than making them in small quan- 
tities. 

@® More designing by independ- 
ent consultants rather than by 
manufacturers, especially on proj- 
ects requiring public and competi- 
tive bidding (7). 

Labor—It has been suggested that 
one way of evaluating the effi- 
ciency of labor usage in a dietary 
department may be to determine 
the ratio of labor costs to raw 
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food costs, and further, that these 


_ two figures should approach equal- 


ity. 

A recent study of dietary de- 
partments in 13 general hospitals 
showed that more than 3 minutes 
supervisory and clerical time and 
approximately 13 minutes of other 
labor were spent for each meal 
served. The hospitals studied were 
municipal or university hospitals 
ranging in size from 400-800 beds. 
It should be noted that the results 
may be influenced by the fact that 
university hospitals responded bet- 
ter than municipal hospitals, and 
those with dietetic internships bet- 
ter than those without them. 

This method of comparing the 
efficiency of dietary departments 
would seem to be of value. It 


should not be applied arbitrarily, 


however, because it takes account 
neither of the scope of the work 
done by the department nor of 
the architectural factors involved. 
The use of the ratio of labor costs 
to raw food costs appears to be 
valid as a method of comparison, 
only if careful evaluation and 
proper interpretation is made of 
the variables which affect this 
ratio (8). 

If one is concerned with the 
labor expenditures in the dietary 
department, it is recommended 
that an extensive study be con- 
ducted to analyze distribution of 


labor time, to determine the rate- 
of production, and to find possible. 


reasons and factors influencing la- 
bor expenditures. The result might 
indicate the need for extensive job 
analysis in certain parts of the 
food service department. Once la- 
bor time is analyzed and controlled 
or decreased, labor costs should 
be automatically controlled or de- 
creased. An extensive study is time 
consuming, but if conducted peri- 
odically, the method could be sim- 
plified for each hospital (9). 

To cut down labor costs, hospi- 
tals can effectively use many of 
the pre-prepared, preportioned and 
prepackaged items developed by 
the food service industry. At first 
glance, many of these items seem 
too expensive. However, when the 
actual costs are compared to the 
raw food and labor costs of pre- 
paring the items in the hospital 


kitchen, often the new product . 


may be more economical. These 
pre-prepared, proportioned and 


prepackaged items can be a real 
boon to hospitals with a severe 
shortage of food service person- 
nel (10). 

Menu Planning—The current trend 
in menu planning is towards use 
of selective cycle menus. It has 
been found that selective menus 
do not appreciably increase food 
costs and serve as a powerful pub- 
lic relations tool for the hospital 
(11). Cycle menus reduce menu 
planning time, simplify purchasing, 
and make possible the standard- 
ization of recipes and food produc- 
tion procedures (12, 13). 

Staffing—To allow professionally 


-qualified dietitians more time to 


carry out their administrative func- 
tions, more and more well-trained 


nonprofessional personnel are be- 


ing used to relieve dietitians of 
many of their routine supervisory 
duties. In some hospitals these per- 
sonnel supervise tray assembly on 


the floor serving kitchens (14, 15). 


Smaller hospitals that cannot 
afford or secure the services of 
a professionally qualified dietitian 
often use these nonprofessional 
personnel, commonly called food 
service supervisors, to direct their 
dietary services. This year a 10- 
week course was conducted at 
Michigan State University to for- 
mally train food service supervi- 
sors for smaller hospitals in Michi- 
gan (16). 

Smaller hospitals utilizing the 
services of shared dietitians are 
using the food service supervisor 
to direct dietary services in the. 
dietitian’s absence (17). 

Conclusion—1956 has been a year 
of improving the methods of oper- 
ation to serve the best foods pos- 
sible within the limitation of the 
food budget. There have been con- 
certed efforts to use labor wisely, 
with more emphasis on employee - 
training and the use of well- 
trained food service supervisors 
to help relieve the acute shortage 
of dietitians. 


REFERENCES 


1. Refshauge, L. M. Trends in adminis- 
tration of hospital food service. J. Am. 
Diet. A. 32:45 Jan. 1956. 

2. Keown, W. H. Fundamentals of man- 
agement. J. Am. Diet. A. 32:39 Jan. 
19 


3. Cartmill, G. E. What does hospital ad- 
ministration expect of the dietitian. 
J. Am, Diet. A. 32:207 March 1956. 

4. Kotschevar, L. H. Five vital steps in 
food cost control. HOSPITALS, J.A.H.A. 
30:60 Jan. 16, 1956. 

5. Northrop, M. W. How to make -your 
equipment work for you. HOSPITALS, 


J.A.H.A. 30:58 Sept. 1, 1956. 


HOSPITALS, J.A.H.A. 


: 
| | 
« 


Schwartz, W. J. Let those who use it 
help choose it. HOSPITALS, J.A.H.A. 30:60 
Dec. 16, 1956. 

ee * Hargrave, J. W. The future in equip- 
ment. J. AM. Diet. A. 32:208 arch 


8. Bakken, E. L. and Northrop, M. W. 
Labor in the dietary department. J. 
Am, Diet. A. 32:953 Oct. 1956. 

9. Tuthill, B. H. and Donaldson, B. Labor 
in the dietary department. J. Am. Diet. 
A. 32:541 June 1956. 

10. Becker, H. Don’t overlook the 3 P’s— 
prepackaged, preportioned and pre- 
eg HOSPITALS, J.A.H.A. 30:77 Feb. 


11. Bannister, A. C. How selective menus 
improved our food service. HOSPITALS, 


J.A.H.A. 30:70 Dec. 16, 1956. 


12. Introducing the AHA cycle menu 


service. HOSPITALS, J.A.H.A. 30:77 Dec. 1, 
1956. 


13. Pinney, E. V. There’s no magic to 

cycle menus. HOSPITALS, J.A. 
3 Jan. 1, 1957. 

14. Samaieier. A. C. Realistically facing 
the dietitian HOSPITALS, J.A. 
H.A. 30:53 Feb. 1, 1956. 

15. Perry, E. Dietary assistants’ course— 
J. Am. Diet A. 32:962 Oct. 


16. Gillam, M. Training of food service 
supervisors—Michigan State Universi- 
ty. J. Am. Diet. A. 32:959 Oct. 1956. 

17. Double duty dietitian. Hosprrats, J.a. 
H.A. 30:37 Aug. 1, 1956 * 


OOUSEKEEPING 


This material was prepared by 
Charles R. Goulet, assistant pro- 
fessor of hospital administration, 
University of Pittsburgh School of 
Public Health. 


1. INTRODUCTION 


There is a growing awareness 
that the housekeeping department 
plays a vital role in today’s hos- 
pital. This is evidenced by the 
increasing recognition that the 
maintenance of a safe, clean and 
pleasant environment for patients, 
personnel and the public, is basic 
to every aspect of the hospital’s 
program (1). 

The efficient and economical 
performance of housekeeping func- 
tions is dependent upon many fac- 
tors, not the least of which is the 
selection and training of compe- 
tent executive housekeepers. Simi- 
larly, as the department and the 
executive housekeeper have been 
brought out of the background of 
hospital operations, a number of 
unique and promising approaches 
to housekeeping problems and 
‘methods have emerged. Attention 
is also being turned to the tech- 
nical aspects of sanitation and 
cleaning upon which these meth- 
ods should be based. 

The successful development of 
new techniques and the under- 
standing of the work implications 
of routine and specialized house- 
keeping duties requires a close 
working relationship with others 
within the hospital. Unlike many 
other departments, the housekeep- 
ing department is in constant per- 
-sonal contact with other hospital 
personnel, as well as with patients 
and the public. The performance 
of routine duties must continually 
be adjusted to meet the needs and 
schedules of these other groups. 
The achievement of a cooperative 
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working relationship is essential. 
In fact, patient and visitor reaction 
to the services of other depart- 
ments is often the direct result of 
their appraisal of the quality of 


‘the housekeeping maintained with- 


in the institution. Consequently, 
there is a need for effective super- 


visory leadership. This leadership 


must manifest itself in the train- 
ing, supervision and evaluation of 
employees if the department is to 
function economically and effi- 
ciently as an integral part of the 
total hospital team. 


ll. CURRENT PRACTICES 


Administration—In developing pro- 
cedures, supervising employees and 
administering the department, the 
executive housekeeper must be 
aware of the responsibility she 
bears for the hospital, the patient 
and her employees (2). One of the 
primary requisites of a successful 
housekeeping program is the de- 
lineation and organization of tasks 
to be performed by the depart- 
ment. The nature of the tasks and 
the frequency with which they 
must be carried out, should serve 
as the basis for determining work- 
loads (3), and developing work 
schedules (4). In addition, the ex- 
ecutive housekeeper should con- 


tinue to work with other depart-_ 


ment heads to determine those 
duties which the department might 
assume in order to-relieve others 
of routine cleaning tasks (5). 

Supervision. of employees and 
the resolution of problems with 
other departments require constant 
attention in the administration of 
the department because of the de- 
centralized working locations of 
employees (6). The importance of 
trained assistant housekeepers is 
also apparent (7). 

Cleaning -Methods—While the ex- 


ecutive housekeeper devotes much 
of her time to routine cleaning ~ 
problems, he, or she, must also 
give careful consideration to spe- 
cial functions, such as the handling 
and disposal of infected material 
and wastes (8, 9), the care of 
conductive flooring (10, 11) and 
the nonroutine cleaning of major: 
equipment (12). 

In developing all procedures the 
level of sanitation and cleanliness 
required must be correlated with 
factors of economy and safety (13). 
A systematic approach to the eval- 
uation of housekeeping tasks can 
be used to advantage in obtaining 
these objectives (14, 15,16). Stand- . 
ardization of procedures through 
such an approach has led to the 
widespread use of housekeeping 
manuals for training purposes with 
resulting economies in departmen- 
tal operation. 

Economies—-Since the greater part 
of the housekeeping dollar is spent 
for labor, it is natural that most 
contributions. to economy have 
been found through the more effi- 
cient use of personnel. However, 
the executive housekeeper should 
not overlook the potential savings 
from a critical appraisal of the 
cleaning agents employed (17, 18). 
The gathering of authoritative in- 
formation on materials, as well as 
testing, should be a regular part of 
his, or her, responsibilities (19). 

The housekeeping department 
plays an important role in the effi- 
cient operation of other depart- 
ments and can often assist these 
departments in achieving greater 
efficiencies (20). Similarly, the 
proper maintenance of the hospital 
building and major equipment can 
contribute substantially to the life 
of both (21). 

Personnel— One of the most press- 
ing problems facing hospitals in the 
operation of the housekeeping de- 
partment is the shortage of trained 
executive housekeepers (22). The 
National Executive Housekeepers 
Association, the American Hospital 
Association and other interested 
groups have been concerned with 
this shortage and have promoted 
various recruiting and educational 
programs. For example, the Amer- 
ican Hospital Association’s spon- 
sorship of an annual six-week 
course at Michigan State Univer- 
sity continues to be most enthusi- 
astically received. The NEHA 
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passed a resolution in 1956 creating 
an educational policies commission 
to work with educational institu- 
tions, hospitals and other groups 
in promoting additional academic 
and internship programs (23, 24, 
25, 26). There is evidence of a 
growing feeling that the house- 
keeper should receive both aca- 
demic and on-the-job training since 
the duties of the executive house- 
keeper have become increasingly 
complex (27, 28, 29). 

Interest in employee training 
continues and there have been a 
number of important developments 
such as a training program spon- 
sored by a group of hospitals (30). 
Certainly the success of this essen- 
tial aspect of a hospital personnel 
program has been demonstrated 
with success in the housekeeping 
department. 
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I. INTRODUCTION 


We are at a point in the hospital 
laundry field where greater atten- 
tion is given to operating costs be- 
cause of higher prices of laundry 
equipment and supplies and con- 
tinuously increasing wages and 
fringe benefits for employees. Com- 


mercial firms are rapidly becoming. 


interested in rendering institutional 
laundry service. To substantiate 
hospital laundry operation, hos- 
pital administrators are reviewing 
and analyzing their operations for 
efficiency of service and cost of 
operation. 


ll. CURRENT PRACTICES 


Administration —As with all de- 
partments in the hospital, admin- 
istration is giving careful study to 
the laundry operation and the use 
of linens. Administration has the 
responsibility of seeing that the 
laundry is operating efficiently 
and is producing results which 
contribute to good patient care. 
Hospital management must decide 
if its operation will produce re- 
sults as satisfactory from the stand- 
points of cost and quality as can be 
obtained from outside firms. The 
advantages of a hospital-operated 
laundry should be thoroughly 
viewed from all aspects (1). To 
review the operation of the laun- 
dry department, one should use a 
scientific approach and conduct 
management studies of the opera- 
tion (2). 

Costs—-Laundry managers natu- 
rally are concerned with depart- 
mental costs. One of the first con- 
siderations should be an analysis 
of the production process. The 
plant should have the basic equip- 
ment for maximum _ production, 
labor-saving devices and an effi- 
cient work flow. Only by control- 
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ling the production can laundry 
costs be controlled (3, 4). 

Salaries of laundry employees 
constitute the largest share of 
laundry operation expense. Even 


though they require more efficient 


laundry supervision and operation, 
hospitals in general do not offer 
salaries for laundry managers that 
are high enough to attract or hold 
them. Through top-level supervi- 
sors, hospitals should be able to 
receive greater benefits for the 
dollar expended (5). 

Wages for laundry employees 
are reaching a new high (6). Per- 
formance of the job should be 
carefully studied to ensure maxi- 
mum production. In addition to 
higher wages, requests for fringe 
benefits of employment are in- 
creasing. Benefits of laundry, meals, 
and free hospitalization are being 
replaced by requests for vacation, 
sick leave and insurance cover- 
ages (7). 

Layout and Planning—Many hospi- 
tals are remodeling or planning 
to modernize laundry operations. 
Considerable thought has_ been 
given to these plans to arrive at 
a layout to provide an economical- 
ly operated plant. 

Hospitals that reopen their laun- 
dries strive to equip the plant with 
the most modern equipment, using 
the latest labor-saving devices and 
an arrangement of equipment for 


the best flow of work. Gravity . 


chutes, where possible, and mono- 
rails, conveyor belts and central 
supply systems for soaps and 
bleaches are used to give greater 
production in processing, thereby 
reducing costs (8). 

The achievement of a good lay- 
out requires careful planning. 
Laundry requirements of the hos- 
pital, location of the laundry, and 
the demands to be. made of equip- 
ment should be carefully reviewed 
for maximum efficiency (9). 

Linen Distribution — In order to 


render efficient service to the pa- 


tient, we must select a laundry 
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distribution system suited to the 
individual hospital (10). 

The problems of the present sys- 
tem should be analyzed (11). All 
hospital’ staff members concerned 
with linens should present - their 
problems and views. Departments 
may have reasons for hoarding 
linen; working at the problem to- 
gether may solve it (12). | 

Various systems have been tried 
in different hospitals and work 
successfully. In some _ hospitals, 
administration believes linen packs 
for patients save nursing time (13). 
In other hospitals, linen users re- 
ceive linen without the formality 
of requisitioning their needs or ex- 
changing linen. Under the latter 
system, replacement costs are not 
high, and the system has -proved 
very simple where tried (14). Some 
hospitals prepare surgery packs in 
the laundry, thus relieving oper- 
ating room personnel of nonnurs- 
‘ing duties (15). 

Maintenance and Operating Proce- 
dures—Breakdowns of laundry 
equipment are distressing to per- 
sonnel and expensive to the hospi- 
tal. Increasing engineering interest 
and attention is being directed 
toward proper servicing of laundry 
equipment... Automatic lubricating 
systems have effected considerable 
Savings by assuring adequate lu- 
brication to expensive laundry 
equipment (16). 

The most interesting aspects of 
the laundry department are the 
processing procedures. Changes oc- 
cur continuously and better meth- 
ods of processing are always in 
demand. Methods of handling new 
fabrics. are sought (17). Colored 
linens are used frequently for 
various services, such as obstetrics, 
surgery and others. Various meth- 
ods of washing are used to pre- 
serve color and keep equipment in 
usable condition for other hospital 
linens (18). 

Another procedure constantly in 
review, as new products come on 
the market, is the starching pro- 
cedure. Cotton will remain with 
the field and will not be replaced 
with the miracle fibers. Therefore, 
we will continue to need starches 
(19). 3 

Service Sources—Laundry manag- 
ers .seek advice from the experi- 
ence of others. ‘‘Service from Head- 
quarters” in HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSOCI- 
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ATION, replies to inquiries sent to 
the laundry section of the AHA 
(20). Fhe ‘‘Washing Problems 
Clinic” of American Laundry Di- 
gest has a similar. service (21). 
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director, American Association of 
Medical Record Librarians. 


I. INTRODUCTION 


The quality of information re- 


corded in medical records has 


proven to be the most tangible 
evidence available of the quality 
of care being rendered to patients 
in any specific hospital or group 
of hospitals. For this reason, med- 
ical records serve the hospital as 
important aids in the evaluation of 
its right to accreditation, as docu- 
mentary evidence in medicolegal 
procedures, as sources of medical 
education through research and 
study, as bases’ for statistical in- 
formation necessary for everyday 
organization and management, and 
as reference sources for future 
care of patients. Consequently, the 
medical record department has be- 
come a key department in every 
hospital, regardless of its size or 
type, and the medical record li- 
brarian has become an important 
member of the hospital manage- 
ment team. 

A review of the current litera- 
ture indicates that while there have 
been no outstanding innovations in 
medical record procedures, there 
has been much interest in attempt- 
ing to modernize. procedures, to 
conserve personnel time and fi- 


nancial output without sacrificing 
the efficiency of the department. 


ll. CURRENT PRACTICES 


Administration—The successful ad- 
ministration of the medical record 
department is dependent upon a 
sharing of responsibilities by the 
medical staff, administrator, and 
the medical record librarian. In 
order to assure accurate and com- 
plete recording, there must be 
clear-cut definitions as to the func- 
tions of the department, organiza- 
tional plans, and responsibilities of 
each person or group. The medical 
staff must define policies which 
will ensure accurate and complete 
recording, and must enforce these 
policies objectively as a require- 
ment for staff membership. The . 
hospital administrator must pro- 
vide adequate space, equipment 
and trained personnel, and enforce 
the policies established by the 
medical staff. The medical record 
librarian must organize and man- 
age the department so that it per- 
forms the functions assigned to it 
in the most economical and effi- 
cient manner and must report any 
and all violations of policy to the 
administrator. At no time should 
the medical record librarian be in- 
volved in the enforcement of poli- 
cies nor in the evaluation of med- 
ical judgment as. recorded on the 
medical records (1, 2). 
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Although the functions assigned 
to medical record departments dif- 
fer somewhat in accordance with 
the size and type of hospital, basi- 
cally they should center around a 
quantitative analysis of the med- 
ical records, the maintenance of 
filing systems and indexes to as- 
sure availability of recorded in- 
formation, and the collection of 
medical statistics. The assignment 
of other functions should be care- 
fully evaluated in the light of 
available personnel and work as- 
signment of each employee en- 
gaged in carrying out the functions 
of the department. 

Indexes—-Four indexes — patient, 
physician, disease, and operation— 
must be maintained in the medical 
record department to meet the 
recommendations of the Joint Com- 
mission on Accreditation of Hospi- 
tals. These indexes are considered 
essential to the future utilization 
of the information recorded in the 
record, but there is no one medical 
form or any one classification sys- 
tem specifically required for ap- 
proval. Each system is evaluated 
in terms of its effectiveness at the 
time of inspection for accredita- 
tion (3, 4). 

It is recommended that the ter- 
minology listed in Standard No- 
menclature of Diseases and Oper- 
ations be used in recording diseases 
and operations, regardless of the 
classification system used to index 
the diseases and operations. The ex- 
perience of several hospitals uti- 
lizing the International Statistical 
Classification as an indexing tool 
seems to indicate that it may be 


used with modifications as an ef- — 


fective indexing tool. A controlled 
study of this method currently be- 
ing made by the American Hospital 
Association, American Association 
of Medical Record Librarians and 
Subcommittee on Hospital Statis- 
tics of the World Health Organiza- 
tion will not be completed until 
the end of 1957. No evaluation of 
its use as an indexing tool will be 
made until the completion of the 
study (5). When the Standard No- 
menclature of Diseases and Oper- 
ations is used as an indexing tool, 
it is recommended that consider- 
able thought be given to adapting 
it according to a plan which will 
work out effectively and efficiently 
for the size of hospital in which it 
is to be used. In some institutions, 
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this will necessitate indexing to 
the finest degree, while in others 
a system of group indexing may 
be utilized (6). 

_ It is not necessary for a hospital 
to maintain a cancer registry in 
order to become accredited by the 
Joint Commission. Hospitals seek- 
ing approval for a cancer clinic 
from the American College of Sur- 
geons must maintain such a regis- 
try in order to obtain approval, but 
this is a specific program of the 
American College of Surgeons and 
has no relationship to accreditation 
by the Joint Commission (7). Many 
hospitals having approved cancer 
programs have delegated the re- 
sponsibility of the cancer registry 
to the medical record department. 
Reports have shown that the cor- 
relation of the cancer registry with 
the medical record department has 
increased the value of the records 
of malignancy cases within the 
hospital itself and has stimulated 
the interest of the medical staff 
in the recording of pertinent in- 
formation on the medical records. 
Several systems have been worked 
out to set up a cancer registry. 
One of these, a simplified and in- 
expensive system, is in operation 
at the Wesley Memorial Hospital, 
Chicago (8). 

Planning—Planning is basic to the 
efficient organization and manage- 
ment of the medical record depart- 
ment, even on an everyday evalua- 
tion basis. This is particularly true 
if there is any thought of expansion 
of the hospital facilities with a 
resultant expansion in the duties 
and responsibilities of the medical 
record department. Intelligent 
planning necessitates proper con- 
sideration as to the amount of 
space necessary for workers’ em- 
ployed in the department and their 
equipment, and also to accommo- 
date all of the persons who will 
be using the facilities of the de- 
partment. It is important that this 
space be computed on the basis of 
present needs and functions, and 
that thought be given to possible 
expansion of hospital facilities. Ex- 
perience has proven that the aver- 
age architect has little conception 
of the tremendous amount of work 
performed in the medical record 


department. The medical record 


librarian, therefore, must be pre- 
pared to present an accurate pic- 


ture of the functions of her depart- 


ment, as well as a concise statement 
of the number of personnel and the | 
amount of equipment to be consid- 
ered in computing space allotment. 
Thoughtful consideration must also 
be given to placing the medical © 
record department in an area where 
it will be accessible to persons using 
the department. Ideally, this de- 
partment should be situated in the 
administrator’s section of the hos- 
pital, but primarily it should be 
in an area where it will be acces- 
sible to the medical staff (9). 

Committees—Two of the five es-— 
sential committees required by the 
Joint Commission on Accreditation 
of Hospitals are intimately con- 
nected with the functions of the 
medical record department. They 
are the medical record committee 
and the tissue committee. Respon- 
sibilities of these two committees 
differ and many hospitals have two 
distinct committees with clearly 
defined functions, but some hos- 
pitals have successfully combined 
their functions under an audit 
committee (10, 11, 12). A true 
medical audit, separate from the 
single or double functioning of 
the medical record and tissue com- 
mittees, is not a requirement of the 
Joint Commission. 

Regardless of which system is 
used in hospitals to review the 
medical records and to judge them 
qualitatively, it must be remem- 
bered that the medical record li- 
brarian cannot assume the respon- 
sibility for the final qualitative 
analysis. This must be a responsi- 
bility of the medical staff. The 
main purpose of these committees 
is to assure the high quality of 
the medical care being given rather 
than just the high quality of re- 
cording; this can be evaluated only 
by the members of the medical 
staff. The medical record librarian 
may assist the committee or com- 
mittees by initially reviewing the 
records from a quantitative stand- 
point and may assist in presenting 
an objective review of findings of 
the committee or committees by 
assigning code numbers to specific 
reports. It has been shown that 
the medical staff of any hospital 
is qualified to perform these func- 
tions and to conduct its own med- 
ical audit (13, 14). 

Dictating equipment—An increasing 
amount of the information recorded 
in medical records is being spoken 


HOSPITALS, J.A.H.A. 


into and transcribed from some 
type of dictating equipment. While 
this practice does conserve the 
time of the professional person’s 
reporting and result in more leg- 
ible, neater, and more complete 
records, it does have disadvantages 
in that it delays the transmission 
of the material to the medical rec- 
ord in that it must be read, cor- 
rected, and authenticated before it 
can become a part of the medical 
records, The advantages and dis- 
advantages of this system of em- 
ploying dictating equipment must 
be carefully weighed before it is 
adopted, especially if a centralized 
dictating department is in opera- 
tion (15). 

Filing Techniques—More than ever, 
hospitals are using open-shelf filing 
as a space conservation measure. 
It has been estimated that using 
open-shelf filing instead of con- 
ventional cabinets reduces the cost 
per filing inch by approximately 
65 per cent, increases filing capac- 
ity by more than 50 per cent, and 
minimizes filing and finding efforts 
through increased visibility. 


The efficiency of filing techniques _ 


has also been increased through the 
wider adoption of the terminal 
digit system of filing. This simple 
method of numerical arrangement 
is based on reading numbers from 
right to left instead of the usual 
left to right. It is strictly a filing 
system and has nothing to do with 
the numbering system utilized in 
hospitals. It has been used effec- 
tively in both large and small hos- 
pitals, its chief asset being that it 
eliminates the shifting of medical 
records as older numbers become 
eliminated, permits better distri- 
bution of the medical record de- 
partment work, and eliminates the 
bottlenecks which were frequently 
caused when a number of persons 
were filing or locating current rec- 
—ords in one small area of the files. 
This type of filing has been made 
even more efficient by the adop- 
tion of a color-identifying system, 
which provides an additional ac- 
curacy check in that the records 
are grouped by color as well as 
numerically, so that an error can 
readily be detected (16, 17, 18). 
Personnel— The shortage of quali- 
fied personnel in the medical record 
field continues to place a consider- 
able burden upon hospitals. The 


responsibilities inherent today 
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lems of economic security, 


organizing and managing a medical 
record department according to 
recommended standards almost 
necessitates specific education in 
the field with a definite emphasis 
upon administrative and manage- 
rial training. The supply of such 
personnel depends upon an increase 
both in the number of teaching 
facilities and qualified instructors. 
The American Hospital Association 
and the American Association of 
Medical Record Librarians are 
aware of the current need and are 
attempting to solve some of the 
difficulty by conducting approxi- 
mately three one-week courses an- 
nually for nonregistered personnel 
engaged in medical record work. 
These courses are open to any per- 
son employed in an AHA member 


hospital or to any member of the 


AAMRL. 

In response to many requests 
from. hospital administrators for 
personnel policies to apply to per- 
sons engaged in the medical record 
profession, the AAMRL in October 
1956 adopted a set of recommended 
personnel policies. In essence, these 
policies do not involve the prob- 
but 
rather include a general outline 
of duties, rights and privileges, 
both from the employee’s and 
employer’s viewpoint. In general, 
these policies recommend that (1) 
medical record librarians receive 
salaries, sick leave, holidays and 
vacations comparable to those paid 
to persons engaged in allied para- 
medical groups in an area; (2) a 
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This material was prepared by 
Helen Nahm, RN., director, Divi- 
sion of Nursing Education, Nation- 
al League for Nursing, New York 
City. 


1. INTRODUCTION 


During 1956 the nursing organ- 
izations have pooled all available 
information about nurses now em- 
ployed in various categories of 
positions, both for the nation as a 
whole and for each of four regions 
(North Atlantic, South, Midwest 
and West). The National League 
for Nursing has studied population 
trends and estimates of the number 


work week of 40 hours be followed; 
(3) attendance at professional 
meetings be permitted without 
charge to annual leave and travel 
expenses be provided if possible; 
and (4) that at least one month’s 
notice be given when employment 
is being terminated (19). 
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EDUCATION 


of young people who will probably 
enter nursing during the next 15 
years. The League has tried to look 
ahead to see what steps need to 
be taken not only to increase the 
number of nurses, but also to en- 
sure that nurses have the prepara- 
tion -they need to carry out their 
responsibilities. 

At present, nurses are being pre- 
pared at practical nursing, associ- 
ate degree, diploma, and baccalau- 
reate and higher degree levels. The 
quality of programs at each of 
these levels varies considerably at 
this time, and the picture as a 
whole tends to be confusing to 
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nurses themselves, to students, to 
employers and to the public. 
Realizing the need for greater 
clarity, nurse educators are taking 
definite steps to describe more 
clearly the kind of product which 
programs at each level aim to pre- 
pare as well as to make the cur- 
riculum changes essential in pr 
viding better prepared nursing 
personnel for the future. 


Hl. CURRENT PRACTICES 


Clarification of Purposes of Educational 
Programs—Studies of employed 
nurses indicate that the most criti- 
cal shortage at present is in nurs- 
ing personnel prepared for begin- 
ning and top leadership positions 


in nursing service and nursing 


education, including nurses pre- 
pared as clinical nursing experts 
(1). A second critical shortage is 
for nurses prepared to give high 
quality direct nursing care under 
supervision, and to work with 
practical nurses and aides who are 
also contributing to such care. 
Nurse educators are recognizing 
that if the supply of nurses pre- 
pared for beginning and top lead- 
ership positions is to be rapidly 
increased in the years to come, en- 
rollment in baccalaureate, master’s 
and higher degree programs in 
nursing must be markedly _in- 
creased as soon as possible. Fur- 
thermore, to assure adequate prep- 
aration of leadership personnel, 
existing baccalaureate and higher 
degree programs must be improved, 
and when new programs are es- 
tablished, they must be sound. 
During 1956 special committees 
and the Council of Member Agen- 
cies in the National League for 
Nursing Department of Baccalau- 
reate and Higher Degree Programs 
have worked on guiding principles 
for the establishment of baccalau- 
reate and higher degree programs 
in nursing (2, 3). Nurse educators 
have agreed that the baccalaureate- 
degree graduate, including gradu- 
ates of hospital schools who 
complete baccalaureate degree re- 
quirements, should have’ broad 
preparation which will enable her 
to be a competent practitioner in 
any field of nursing. This prepara- 
tion should also make it possible 
for her to enroll for advanced 
work in a special field of nursing, 
if she wishes to do so. The focus 
in the baccalaureate program is 
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on high level practice of nursing 
rather than on teaching, supervi- 
sion or administration. per se. 
Nurse educators in collegiate 
programs have tentatively agreed 
that all nurses enrolled in advanced 
programs in nursing (graduate 
programs in universities) should 


-have additional preparation in a 


clinical nursing area (medical- 
surgical, maternal-child, psychiat- 
ric) or in public health nursing, 
as well as preparation in a func- 
tional area of teaching, adminis- 
tration, or supervision.* It is agreed 
that a few nurses should have spe- 
cial preparation for research or 
for consultation. 

To provide a larger number of 
nurses with competencies essential 
in giving high quality direct nurs- 
ing care wnder supervision and to 
work with practical nurses and 
aides who are also giving such care, 
special committees and the Council 
of Member Agencies in the NLN 
Department of Diploma and As- 
sociate Degree Programs gave con- 
siderable time and attention dur- 
ing 1956 to the question of what 
the purposes of diploma programs 
should be. The avowed major pur- 


pose of the associate degree pro- 


grams—to prepare a bedside nurse 
competent to function as a begin- 
ning practitioner under supervision 
—has stimulated educators in dip- 
loma programs to consider whether 
this.should also be the major pur- 
pose of diploma programs. Criteria 
for the evaluation of diploma and 
associate degree programs applying 
for accreditation by the National 
League for Nursing are now being 
developed (4). In developing these 
criteria the functions of the staff 


nurse, as outlined by the staff 
nurses, section of the American 
Nurses’ Association, have been 


used as a guide (5). 

Work also has been done during 
1956 on purposes and content of 
programs to prepare practical 
nurses and the allied nursing per- 


sonnel who function in mental hos-_ 


pitals. The addition of a consultant 
in practical nursing to the staff of 
the National League for Nursing 
will make it possible for the League 
to take much more responsibility 
for the sound development of prac- 


*As the supply of well-prepared nurses 
increases, it is hoped that some nurses can 
be prepared as clinical nursing experts 
without expecting them also to go into 
administration, teaching or supervision. 


tical nursing education programs 
than has heretofore been true. 
Curriculum Changes—In all types of 
educational programs in nursing 
there has been much emphasis 
during 1956 on preparing nurses 
who can practice nursing at a level 


-which will ensure safe and compe- 


tent nursing care (6, 7). Curricu- 
lum changes have been focused on: 

1. Content in physical and bio- 
logical sciences, nutrition and phar- 
macology essential in assuring that 
students learn to give safe and in- 
telligent nursing care (8 through 
10). 
2. Content of social sciences es- 


sential in assuring that students 


learn to understand their patients, 
their co-workers and themselves 
as human beings, and as members 
of families and communities (11). 

3. Development of communica- 
tions skills essential in working 
with patients and.others (12 
through 15)... : 

4. Development of a concept of 
nursing care which is focused on 
needs of patients and families and 
the role of the nurse in meeting 
these needs (16 through 29). 

5. Development of understand- 
ing of how the nurse functions as 
a member of the nursing team, as 
well as of how she functions in 
relation to the physician and to 
all other persons who contribute 
to the care of patients and fami- 
lies: 

6. Development of teaching and 
management skills as an integral 
part of nursing care rather than 
to think of these skills simply as 
an adjunct to such care. 

7. The need to consider mental 
health and _ psychiatric nursing 
content as an essential part of all 
types of basic programs in nursing 
rather than as specialized content 
(30, 31). 

In general, it is believed that 
there are elements of the above in 
all types of educational programs 
in nursing. However, it is taken 
for granted that baccalaureate and 
higher degree programs, because 
of their broader objectives and 
their more extensive content, will, 
in general, be expected to prepare 
nursing personnel who have deeper 
insights and greater perspective in 
relation to needs of patients than 
nursing personnel prepared in less 
comprehensive nursing education 
programs. 
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Developments in Associate Degree Pro- 
grams—At the close of 1956 there 
were 19 associate degree programs 
in nursing, the majority of which 
were in junior or community col- 
leges (32 through 37). The research 
project in the development of as- 
sociate degree programs in nursing, 
under the auspices of Teachers 
College, Columbia University, In- 
stitute of Nursing Research and 
Service, will be completed early 
in 1957. Final reports on the proj- 
ect will be published during 1957. 

To try to assure the sound devel- 
opment of associate degree pro- 
grams in nursing, 
League for Nursing has added a 
consultant in junior college educa- 
tion in nursing to its staff. To ex- 
tend its accrediting services to 
these programs, a new accrediting 
board of review has been estab- 


lished for programs of this type. . 


The composition of this board takes 
two things into account: the need 
to relate its activities to those of the 
boards of review for diploma and 
for baccalaureate degree programs, 
and the need for representation 
from persons who have an under- 
standing of the unique characteris- 
tics of associate degree programs. 

The League has also continued-to 
work closely with the American 
Association of Junior Colleges in 
the development of nursing pro- 
grams. A conference on junior 
college education in nursing, jointly 
sponsored by the National League 
for Nursing, the American Asso- 
ciation of Junior Colleges, and the 
Teachers College Research Insti- 
tute, was held during 1956 to dis- 
cuss purposes of associate degree 
programs in nursing and principles 
underlying their development (38). 

Reorganization of Diploma Programs 
—There has been considerable dis- 
cussion during 1956 about the de- 
sirability of- shortening diploma 
programs in nursing and of making 
them more like the newly devel- 
oped associate degree programs. 
Recognizing the dangers inherent 
in a too rapid and too superficial 
reorganization of three-year dip- 
loma programs, the steering com- 
mittee of the Department of Diplo- 
ma and Associate Degree Programs 
and the NLN Board-.of Directors 
recently approved statements 
which emphasize: 

1. That two-year programs are 
not a “‘miracle” answer to nurs- 
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the National 


ing education problems. 

2. That hospital schools be 
cautious against jeopardizing the 
quality of their nursing education 
programs by shortening them in 
response to a movement that is 
still experimental in nature. 

In these statements it is stressed 
that a good faculty is particularly 
necessary for a two-year program; 
a shortening of a program neces- 
*sitates its complete reorganization; 
and that shortened programs may 
be equally or more expensive than 
three-year programs. 

Cognizance was also taken of 
proposals that the final periods of 
three-year programs be utilized as 
“internships”, so-called.’ Although 
it was recognized that certain ob- 
jectives of some schools might be 
furthered by the provision of in- 
tensive nursing experiences for 
their students, such experiences 
should be educational in purpose 
and implementation, should be 
controlled by the school and its 
faculty, and should not be mis- 
labeled ‘“‘internships’”’. 

Need for Teachers—In improving 
educational programs in nursing, 
it is recognized that the number 
one need is for a much larger 
number of well-prepared teachers. 
It is predicted that, if nursing 
schools continue to attract 4 of 
every 1,000 girls who reach 18 
each year, 59,000 students will be 
admitted to schools of nursing in 
1960 and 75,000 in 1965. If these 
students are to be properly edu- 
cated, immediate efforts must be 
made to bring about a marked 
increase in the number of nurse 


teachers. 


To increase the number of pre- 
pared nurse teachers, it is believed 
the following four steps need to 
be taken: 

1. Encourage as many nurses as 
possible with potential teaching 
ability to enroll in accredited nurs- 
ing programs in universities which 


_ prepare nurse teachers (39). 


2. Encourage universities and 
other groups to set up workshops, 
conferences and other types of 
short-term educational programs 
to help teachers now on the job 
who cannot get away for periods 
of time to complete long-term pro- 
grams. 

3. Encourage* each school of 
nursing to develop a good inservice 


-educational program for faculty 


members and others who might 
contribute to the educational pro- 
gram in nursing. 

4. Make maximum use of teach- 
ers in the fields of physical, biologi- 
cal and social sciences, communica- 
tions, nutrition, pharmacology and 
certain other areas, thus freeing 
nurse teachers to teach in clinical 
nursing areas. 

It is also recommended that at- 
tention be given to the working 
conditions under which nurse 
teachers function, and that efforts 
be made to improve salaries and 
personnel policies for this group 
(40 through 43). 

Scholarship Aid— During 1956 funds 
totaling $2 million were made 
available by Congress for scholar- 
ships for nurses preparing for ad- 
ministration, teaching or supervi- 
sion (44). Additional $2 million 
have been appropriated for 1957. 
Funds were also appropriated dur- 
ing 1956 and 1957 to provide schol- 
arships to nurses preparing for 
public health nursing. 

During the past two years fel- 
lowship funds granted by the Com- 
monwealth Fund to the National 
League for Nursing have made 
it possible for approximately 40 
nurses with high leadership po- 
tential to enroll in educational 
programs which will prepare them 
for top leadership positions. Al- 
though the largest proportion of 
these nurses has been enrolled in 
doctoral degree programs, a few 
have been enrolled in master’s 
degree programs. 

Although federal and Common- 
wealth Fund scholarships and fel- 
lowships will undoubtedly help to 
increase the number of nurses pre- 
pared for highly responsible posi- 
tions in nursing education and 
nursing service, the need for lead- 
ership personnel is so great that 
continued efforts must be made to 
raise additional scholarship funds. 
A very great need at this time is 
for scholarships for nurses enrolled 
in baccalaureate degree programs, 
including graduates of diploma 
programs who are completing 
degree requirements. Until the 
number of baccalaureate degree 
graduates is markedly increased, 
enrollments in master’s and higher 
degree programs, which are pri- 
marily designed to prepare leader- 
ship personnel, will continue to be 
small (39). 
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NLN Accreditation and Consultation 
Programs —- Evidence indicates that 
the National League for Nursing 
accreditation and consultation pro- 
grams have brought about sig- 
nificant improvements in nursing 
education programs during recent 
years (45 through 48). During 
1956, 657 hospital and 68 collegiate 
schools of nursing had consultation 
visits by NLN staff members with- 
out charge. Ninety-eight basic 
programs had initial surveys for 
full accreditation and 35 accred- 
ited basic programs were resur- 
veyed. The accreditation status of 
basic nursing programs at the close 
of 1956 is shown in chart below. 

The latest enrollment figures in- 
dicate that 40 per cent of the basic 
students are enrolled in the 30 per 
cent of the fully accredited pro- 
grams; 50 per cent of basic stu- 
dents are enrolled in the 50 per 
cent of the temporarily accredited 
programs, and 10 per cent of the 
basic students are enrolled in the 
20 per cent of the nonaccredited 
programs. 

The number of applications for 
full accreditation received during 
1956 indicates that hospital schools 
are much more interested in hav- 
ing their programs fully accredited 
than was true several years ago. 
It is predicted that approximately 
150 diploma programs and 15 addi- 
tional basic baccalaureate programs 
will be surveyed for full accredita- 
tion during 1957. 

The Executive Committee on 
Accreditation Policies, made up of 
representatives of nursing, hospi- 
tal, medical, and general education 
associations, continues to formu- 
late and recommend policies on 
accreditation of nursing education 
programs. Many of the statements 
and actions reported here, as ap- 
proved by the NLN Steering Com- 
mittee and Board of Directors, 
were formulated by this commit- 


tee. Upon the recommendation of 
this committee, the following poli- 
cy was also adopted: 

“That approval of the hospital 
by the Joint Commission on Ac- 
creditation of Hospitals be a pre- 
requisite to initial approval of the 
school of nursing; that, if follow- 
ing initial accreditation of the 
school, the status of the hospital 
drops from full to conditional ap- 
proval, accreditation of the school 
continue so long as the hospital has 
conditional approval; that, if the 
hospital loses its conditional ap- 
proval, accreditation of the school 
of nursing automatically be with- 
drawn.” 

Councils of Member Agencies—At the 
close of 1956, 340 hospital schools 
held membership in the Council of 
Member Agencies of the NLN De- 
partment of Diploma and Associate 
Degree Programs. One hundred 
twenty-four collegiate schools held 
membership in the Council of 
Member Agencies of the NLN De- 
partment of Baccalaureate and 
Higher Degree Programs. The op- 
portunity for schools to assist one 
another and to participate in pro- 
grams of vital concern to them was 
amply demonstrated during coun- 
cil meetings of the past year. Ac- 
tivities in the councils during 1956 
centered around the formulation of 
guiding principles for the develop- 
ment of educational programs in 
nursing, and of criteria by which 
these programs will be evaluated 
for accreditation. 

Cost Study in Collegiate Schools of 
Nursing—Part I of the Manual on 
Cost Analysis for Collegiate Pro- 
grams in Nursing was published 
early in 1956 (49, 50). This part 
has to do with expenditures (49, 
50). Part II of the manual, which 
has to do with income, including 
methods of estimating the value of 
student nurse services, will be pub- 
lished early in 1957 (51). Plans 


TYPE OF FULLY 
PROGRAM ACCREDITED 


Degree (bacca- 
laureate) .... 64* 


Associate Degree. | 


TOTALS 346 or 30 per 
cent of total 


health nursing. 


Accreditation Status of Basic Nursing Programs at Close of 1956 


TEMPORARILY 
ACCREDITED | 


572 or 50 per 
cent of total 


*Thirty-six of these degree programs are accredited as preparing for beginning positions in public 
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are now underway to encourage 
additional schools of nursing to 
make cost studies, applying the 
method set forth in the manuals. 
Although initial studies were car- 
ried on in collegiate schools, the 
method is applicable to both hos- 
pital and collegiate schools. 

Civilian Utilization of Military Training 
and Experience in Nursing — During 
1956 a study was made to deter- 
mine the extent to which personnel 
in the military services who have 
had training in nursing would be 
interested in entering civilian nurs- 
ing employment or civilian schools 
of nursing following discharge. The 
study indicated considerable inter- 
est on the part of military nursing 
personnel in continuing in nursing 
following discharge; providing ad- 
justments could be made for prep- 
aration and experience in nursing 
prior to discharge. | 

The project is being continued 
under the direction of the Teach- 
ers’ College, Columbia University 
Institute of Nursing Research and 
Service. One school of nursing has 
now agreed to admit a group of 
discharged personnel in September 
1957, and to see what curriculum 
adjustments need to. be made to 
permit them to be graduated in 
less than the usual period required 
for a diploma program. 

Revision of Records—Considerable 
work was done during 1956 to re-. 
vise the NLN record forms. These 
record forms continue to be widely 
used by hospital schools. 

Tests—-The National League for 
Nursing continues to provide selec- 
tion guidance tests and achieve- 
ment tests for students in practical 
and professional nursing programs 
(52). 

Conclusion— A multiplicity of 


| problems continues to confront the 


nursing profession as it endeavors 
to provide adequate preparation 
for the various categories of nurs- 
ing personnel. Some of these prob- 
lems are: 

1. There is need for greater un- 
derstanding among nurses them- 
selves of the purposes of various 
types of educational programs ir. 
nursing. 

2. There is need for greater co- 
operation among education and 
service personnel in providing a 
satisfactory learning environment 
for students. Selection and coun- 
seling programs need to be im- 
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One of a series explaining the successful application of television to education. 


Hundreds of Students Ree 
These Close-Up Views of Surgery 
Via Color Television 


RCA medical color TV cameras pick up 
detail views of surgical procedures and send 
them to television screens at many locations 
where they are viewed by hundreds of 
students. Each student, in effect, stands at 
the surgeon’s side as the operation takes 
place. He sees a large, close-up view which 
has the impact and realism of natural color. 


Courtesy: Pfizer Laboratories 


See additional 
particulars .... 
next page 
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3 “_/ EFFECTIVE INSTRUCTION 
IN SURGERY BEGINS 
Ls WITH AN 

/ RCA COLOR TV CAMERA 


The RCA medical color TV camera illustrated here is especially designed for televising 
close-up views of surgical procedures. A special mounting fixture allows the camera to be 
suspended above the operating table. A specially designed surgical lamp illuminates the 
operating area, and the camera views this area through an opening in the lamp fixture 
via a built-in mirror. These close-up pictures are sent over a closed-circuit hookup to any 
number of television screens where hundreds of students may see them. 

Other cameras and related equipments are available for many applications in medical 


instruction. for demonstrating clinical procedures, for large screen presentation of 


microscopic specimens, etc. 


For literature and further information on the use of television in medical instruction, 
write Dept. 294, Radio Corporation of America, Bldg. 15-1, Camden, N. J. 
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proved to reduce the continued 
high drop-out rate from education- 
al programs in nursing. 

3. The need for better prepared 


teachers is urgent, particularly in | 


view of the portended increase in 
numbers of students in all types 
of educational programs in nursing 
in the very near future. 

4. Facilities for instruction need 
to be improved. 

5. Better financing of education- 
al programs in nursing is urgently 
needed. 

These problems, however, are 
becoming clarified and steps are 


being taken to solve them. Although 


the nursing profession is taking the 
lead in their solution, it is also 
seeking the cooperation and under- 
standing of hospital administration, 
medical and other related profes- 
sions, educators and the public. 
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_ This material was prepared by 
Margaret Giffin, R.N., director, 
Department of Nursing, National 
League for Nursing. 


1. INTRODUCTION 


“One of the favorite occupations 
of those associated with hospitals 
today is the formation of commit- 
tees to study and solve the prob- 
lems of nursing.”’ This is the first 
sentence of an article written by 
Albert W. Snoke, M.D., president 
of the American Hospital Associa- 
tion, in the first issue of HOSPITALS 
for 1956 (1). Such a primary con- 
cern with nursing is understand- 
able and justifiable, for the hospital 
administrator knows that the de- 
partment of nursing has the great- 
est influence on patient satisfaction, 
community good will, medical staff 
satisfaction and operating costs 
because of its unique position in 
the organization. Nursing welcomes 
studies. Problems that stem from 
nursing service are identified and 
corrected. Also the informed ad- 
ministrator often finds that what 


appear to be problems in nursing 


are really problems in some other 
department. | 

Nevertheless, there is one dis- 

tinct nursing problem facing the 
hospital administrator today. He 
does not have enough nurses to 
meet the demands of patients for 
nursing care. Sometimes he sug- 
gests that nurses trained within. 
one state not be allowed to leave 
and work in another state, or, that 
nursing education is fostering “ex- 
tremely eligible marriage candi- 
dates” (2). By and large, however, 
he is asking— 

—What can hospital administra- 
tors do to make the nurses on 
the job more effective? : 

—What jobs are nurses doing 
that more properly belong to 
someone else? 

—What can be done to conserve 
nursing time? 

—What part can the hospital 
administrator take in attract- 
ing young people to a nursing 
career? 

—Are there any petty frustra- 
tions in the working situation 
causing nurses to leave his 
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hospital or even the profession 
that he can do something 
about? 

Here are some of the major (and 
minor) developments and activi- 
ties in nursing that were offered 
as partial answers in 1956 or are 
practices described in correspond- 
ence or personal interviews. 


ll. CURRENT PRACTICES 


Improving Effectiveness of Present 
Nurses—Special units for the care 
of the critically ill are not entirely 
new to hospitals, but with mount- 
ing costs and an apparent shortage 
of nurses, hospital planners are 
providing more recovery rooms and 
intensive care units (3, 4). Con- 
centration of skilled personnel, ex- 
pensive equipment and special an- 
cillary services means safer and 
better care for this group of pa- 
tients. It is also being recognized 
that units can be planned to ad- 
vantage for the care of those pa- 
tients who have minimum nursing 
needs and rarely require special 
equipment. Although they are 
sometimes spoken of as “minimum 
care” units, officially they are called 
convalescent, short-term or hotel 
units, depending on the needs of 
the hospital. These units are safely 
staffed with nursing personnel of 
lesser preparation but always with 
professional nurse supervision. 

For the patients with more than 
minimum and less than maximum 
nursing needs the team assignment 
of nursing personnel is becoming 
the pattern, but also presents some 
problems (5). Nurses tend to dis- 
like having to initiate action for 
others. As the leader of the team 
they must assign much of the phy- 
sical care (requiring closest pa- 
tient contact) to the aide, reserving 
their own skills for wise planning, 
direction and highly skilled nurs- 
ing techniques. It is now considered 
much better nursing to help the 
patient help himself than to ‘do 
for” him. This, too, is difficult for 
the nurse to accept when she wants 
to be needed and to maintain a 
close relationship with the patients. 
Changing attitudes is not easy (6). 
There must be many opportunities 
to express “feelings.’”’ Hospital ad- 
ministrators and dipectors of nurs- 
ing are making this a/part of in- 
service education programs. 

Personnel can be assigned to 
make the best use of their present 
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skills, but hospitals are finding 
inservice education programs the 
answer to improving the skills of 
those now on the job— manual 
skills, teaching skills, skills in com- 


munication, and skills of leadership ~ 


and human relations (7, 8). In 
larger hospitals, full-time directors 
of inservice education programs 
are being appointed. Smaller hos- 
pitals are dividing this responsi- 
bility among one or more super- 
visors. Programs are beginning to 
reach to personnel on evening and 
night tours of duty. 

One aspect of inservice educa- 
tion is the on-the-job training of 
those with yo previous preparation 
for nursing functions. Hospitals 
received help in setting up this 
part of the program through the 
nationwide project sponsored by 
the American Hospital Association, 
Public Health Service and the Na- 
tional League’ for Nursing. At the 


close of 1956 there were 99,687 


nursing aides employed in the 1,882 
hospitals and nursing homes send- 
ing instructors to one of the work- 
shops. The interim evaluation of the 
project reported in September (9) 
showed that respondents felt that 
as a result of the training program, 
aides gave improved nursing care 
to patients, experienced greater job 
satisfaction, and professional nurse 
time was better utilized. Still an- 
other aspect of inservice education 
is the “refresher course” for the 
nurse who has been inactive. Many 
of these nurses are a portion of 
the 42,000 part-time nurses now 
employed in hospitals. One hospital 
calls its program the “Midnight U.” 
The hospital found that classes 
during the night hours were most 
convenient for both the student 
and the hospital. | 
Transfer of Nonnursing Duties to Others 
—The shortage of nursing person- 
nel brought attention to the volume 


-of activities done by nurses that 


were not strictly their function. 
Many of these activities were found 
in the nursing unit: the ordering 
of equipment, serving of patient 
meals, housekeeping duties and 
some maintenance activities (what 
head nurse did not have a screw- 
driver in her desk drawer?). Dur- 
ing hours when other departments 
were closed, nurses admitted pa- 


tients, dispensed drugs, kept the - 


midnight census, collected for pa- 
tients’ bills and on occasion washed 


diapers. Ward clerks, diet maids, 
admitting clerks, messengers, cen- 
tral service departments, and pre- 


ventive maintenance personnel 


have “gained time and lost (valu- 
able nursing) motion” (10). 
Conserving Nursing Time—One of 
the popular techniques of prob- 
lem solving is “brainstorming.” 
Some such technique was used by 
those responsible for sustained 
release drug capsules, medicine 
aprons, chart chairs on wheels, and 
the radio unit that notifies the doc- 
tor, night supervisor or administra- 
tor when they are wanted (11, 12, 
13). Circular nursing units, self- 
help patient rooms, and electrically 
operated bed cranks were all de- 
veloped to give the nurses more 
time with the patient and cut down 
walking (14, 15, 16). 
Many more of these time savers 
are needed because new drugs and 
new operations are making greater 
demands on nursing time than any- 
thing we have known before. A 
patient receiving levoarterenol bi- 
tartrate must be watched constant- 
ly, with blood pressure readings 
being taken at five-minute inter- 
vals. Following a comisurotomy 
the patient’s pulse is checked at 
the femoral and popliteal as well 
as the radial artery (17). 
Hospital’s Part in Recruitment of Person- 
nel—Forecasting the future needs 
for personnel is at best an educated 
guess, no matter how carefully the 
opinion is based on trends and cur- 
rent practice. Such estimates are 
needed, however, by the hospital 
administrator for guidance in plan- 
ning recruitment programs. The 
National League for Nursing is 
helping by preparing some future 
goals for nursing (18). The NLN 
has estimated that more than 500,- 
000 nurses will be needed by 1970 
to maintain the present ratio of 
nurses to population. However, this 
ratio has constantly increased over 
the years (218 per 100,000 popu- 
lation in 1945; 259 in 1956) so that 
to increase nursing services to 300 
per 100,000 population in 1970 will 
require more than 600,000 nurses. 
If we are to look to this ratio we 
will need four nurses for every 
three we have today. For the last 
24 years the proportion of high 
school graduates going into the 
nursing profession has remained 
about constant at 7 per cent (19). 
The reputation of the hospital in 
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the community, gained from satis- 
fied patients, doctors, and especial- 
ly nurses, will continue to be one 
of the most potent recruitment fac- 
tors. To tell their story, hospitals 
are inviting vocational guidance 
counselors and homeroom teachers 
to help plan work programs for 
members of future nurses clubs 
and junior auxiliaries, and are 
giving working scholarships to col- 
lege students (20, 21). Then, too, 
although this is not new, many 
eligible young people working as 
nursing aides after school and dur- 
ing the summer vacation for pocket 
money are being encouraged to 
pursue a career in nursing (22). 

Erasing Petty Frustrations — Nurses, 
like everyone else, want to be able 
to plan some social life. They want 
to be able to talk over their prob- 
lems, to have someone who under- 
stands when the going is tough, to 
have someone step in and help 
when the pressures are great, or 
to get some hot coffee when they 
need it. They emphatically do not 
want to be expected to do things 
that the law specifically forbids 
their doing. 

Hospital administrators and di- 
rectors of nursing are working to- 
gether to solve some of these prob- 
lems. The split tour of duty has 
almost disappeared and, barring 
emergency situations, time sched- 
ules are planned a week or two 
in advance. Committees for the 
improvement of the care of the 
patient are being set up so that 
doctors and nurses can sit down 


with the hospital administrator and 


talk out common problems (23). 
Members of the nursing adminis- 
trative staff are making themselves 
more available to the nurse whose 
problems of the moment are strict- 
ly nursing ones (24). In at least 
one hospital a “flying squad” is 
available to help any nursing unit 
that needs it (25). Snack carts are 
taking hot coffee and sandwiches to 
the nurses, or coffee dispensers are 
available when cafeterias and cof- 
fee shops are closed (26). 

In California the Medical Prac- 
tice Act technically reserves to 
physicians the right to penetrate 
the skin. Late in the year repre- 
sentatives of medicine, nursing, 
and hospital administration in that 
state reached an agreement con- 
cerning the eircumstances under 
‘which the professional registered 
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nurse may legally start and admin- 
ister fluids intravenously (27). It 
is hoped that this will encourage 
the same sort of statement in other 
states where nurses are expected 
to start intravenous therapy with- 
out legal protection. 
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Il. INTRODUCTION 


A survey of programs of various 
hospital meetings, conventions, in- 
stitutes during 1956 indicates that 
no panacea for the personnel prob- 
lem has been found for hospitals 
any more than it has for industry. 
With one major exception, the 
same basic problems. plague hos- 
pitals that annoy and disrupt in- 
dustry and business. Excluding a 
few widely scattered areas and the 
West Coast, the pressures of or- 
ganized labor have not yet been 
placed directly on hospitals in the 
United States. To imagine for a 
moment that they have not affected 
hospitals would be ostrich-like and 
would be seeking to ignore the 
world in which the hospital exists. 
Every new goal set by organized 
labor in its never ending struggle 
with management finds its reflec- 
tion in the hospital field. Let in- 
dustry accede to demands for 
shorter hours and inevitably hos- 
pitals are drawn into the circle. 
Should another round of wage in- 
creases become effective, hospitals, 
too, will be faced with the in- 
creased expenditure. Unionization 
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is present in many hospital situa- 
tions in Canada and has created 
some differences in personnel prob- 
lems faced by hospitals in the vari- 
ous provinces. 

Hospitals expend for salaries ap- 
proximately 65 per cent of their 


total expenditures. This amount 
has risen in the past ten years 
from 53 per cent. These figures do 
not tell the whole story. The aver- 
age wage of hospital workers has 
increased over the same period to 
a higher than average degree. 
The number of hours required 
to earn this wage has decreased 
until we find hospitals more nearly 
approaching but not reaching wages 
comparable to those in industry 
and business. Hospitals are also 
giving increasing recognition to 
the conditions under which the 
wage is earned. This may not al- 
ways mean an improvement from 
the point of view of the worker 
since it may mean that a higher 
rate of produfétion will be 
manded. 


ll. CURRENT PRACTICES 


Through the years, hospitals 
have been aware of the need for 
improved personnel techniques and 
procedures. Unfortunately there 
has been a tendency to seize upon 
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some one technique and to over- 
emphasize it as a panacea rather 
than to evaluate it in terms of the 
total problem. 

Supervisors’ Training — Continued 
emphasis upon development of 
good supervision as a basis for 
improved patient care and more 
efficient hospital operation is evi- 
dent from the large number of 
written articles as well as the time 
devoted to the topic in convention 
and institute programs (16, 2, 17). 
Only as supervisors gain an under- 
standing of the principles of hos- 
pital administration can hospitals 
achieve good public relations and 
economically sound operation. For 
this reason the amount of thinking 
in the areas of supervision and 
training is a hopeful sign. 

In this supervisory training 
greater emphasis is being placed 
on the importance of the whole em- 
ployee. The range of published 
articles covers a wide area of hu- 
man relationships (3). 

Recruitment of workers for all 
classifications of hospital employ- 
ment still remains a major prob- 
lem (13). In those fields requiring 
specialized technical skills there 
has been renewed recognition of 
the necessity for active recruit- 
ment. Such organizations as the 
American Society of Clinical Path- 
ologists (the approving organiza- 
tion for laboratory technicians), 
American Registry of X-Ray Tech- 
nicians, and the American Society 
of Physical Therapists have be- 
come conscious of the recruitment 
requirements. The national and 
local programs of these groups 
have found place for discussion of 
the problem of recruitment of ad- 
ditional technicians. As these 
groups become more involved in 
recruitment and training problems 
they will become more cognizant 
of the personnel problem and will 
feel that they are needed to help 
solve it. Various pamphlets issued 
by these organizations, designed to 
attract young people to their re- 
spective fields, have rendered as- 
sistance in the recruitment of po- 
tentially valuable personnel. 

Trends in Wage and Salary Plans — 
The need for recognition of modern 
trends in wages and salary plans 
becomes evident when one reviews 
any current wage contract in in- 
dustry (15). The degree to which 
hospitals allow perquisites (meals, 


104 


uniforms, etc.) as a part of the 
wage earned concerned the writers 
of articles in the literature of a 
decade ago. Whereas the pendulum 
has now swung away from grant- 
ing these perquisites in hospitals, 
industry has swung the other way 
in its attitudes toward this impor- 
tant point. Industry and general 
business are granting fringe bene- 
fits (perquisites) in addition to 
wages rather than as a part of 
wages. Emphasis on fringe bene- 
fits in industrial personnel litera- 
ture has filtered into writings in 
the hospital field. How far hospi- 
tals can afford to go in granting 
such benefits may ultimately be 
one of the deciding factors in their 
ability to attract and hold person- 
nel. One area which writers feel 
must have priority in thinking on 
the part of those who shape hospi- 
tal policy is the pension plan. In- 
dustry has found it necessary to 
plan for some pension to supple- 
ment social security old age bene- 
fits. The question of whether non- 
profit institutions can justify such 
expenditure has been a source of 
considerable discussion (10, 4, 1). 

The actual techniques of inter- 
viewing, selecting, promoting, and 
separating employees have re- 
ceived considerable attention. Ap- 
plication, blanks can serve as pre- 
employment tests. Tests themselves 
are an aid in establishing employ- 
ability. The exit interview can help 
in remedying causes of turnover 
fa, ae, 13,9, 7). 

Improving employee attitudes by 
fostering employee participation in 
policymaking, conducting employee 
conferences and raising general 
morale can bear fruit in a better 
satisfied and more stable group of 
workers (3). 

Literature published in 1956 in- 
dicates an acceptance of a tight 
labor market and an increasing 
exploration of the various ways in 
which we may (1) secure better 
production, (2) increase the mo- 
rale of those already employed, 
and (3) utilize the employee at 
the level of his highest skill. A 
tendency toward an analysis and 
acceptance of basically sound per- 
sonnel principles is evident in these 
articles. | 

Writings in the hospital person- 
nel field show recognition of the 
fact that the future offers inade- 
quate numbers of nurses or dieti- 


tians. The authors recognize that 
there must be an analysis of the 
various duties performed by these 
classifications and a separation 
from the assigned duties of those 
tasks which can be performed ade- 
quately by others. In the dietary 
field, the acceptance of the food 
supervisor as a substitute for the 
professional dietitian in other than 
therapeutic areas is noted. The de- 
gree to which these substitutions 
can be made will vary. 

It has been pointed out that hos- 
pitals are not yet deeply involved 
with unions. During 1956, however, 
there has been increasing pressure 
on the part of employee asso- 
ciations at so-called professional 
levels to become bargaining agents 
for their members. The trend is 
illustrated in those states where 
attempts have been made by the 
nurses’ associations to achieve 
state-wide recognition either 
through legislation or hospital ac- 
ceptance of their right to become 
the bargaining agents for all nurses 
in determining hours of work, rates 
of pay, and general working con- 
ditions. Hospital administration’s 
awareness of this is reflected in the 
programs of activity set up by the 
various state hospital associations 
(17, 14). | 

A continuing source of concern 
is the dual control of hospital em- 
ployees that could be brought 
about if ancillary services such as 
laboratory, x-ray and anesthesia 
are portioned out to private con- 
tractors who employ their own 
aides. It is felt that the close con- 
tact of these aides with hospital 
employees working under different 
policies might cause cleavage and 
misunderstandings among person- 
nel. Whether or not the practice 
of contracting for dietary and/or 
housekeeping services with out- 
side organizations will become a 
problem in personnel remains to 
be seen. Certain areas are experi- 


menting with such plans. Person- 


nel directors and others concerned 
with the general employee pro- 
gram will find it worthwhile to 
review what has been written in 
the field with the related person- 
nel problems in mind. 

The interest taken by industrial 
management specialists which has 
led them to offer their assistance 
to hospitals has been an important 
development in hospital public 
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relations as well as in operating 
techniques. Not all of industries’ 
techniques are applicable to the 
hospital field. Where they are, hos- 
pitals may profit. The venture, too, 
may lead to a better understanding 
of hospital problems among leaders 
in commerce and industry. Hospi- 
tal administrators will need to 
exercise care in those situations 
where recommendations made by 
representatives of industry cannot 
be applied to the hospital field. 
Reasons for the failure to use the 
recommendations must be clearly 
defined in order that no misunder- 
standing may result. 

Hospitals facing staffing: prob- 
lems received help in a series of 
prototype studies published during 
the year. Although recommended 
staffing would not fit “as is” into 
any specific situation: because of 
individual peculiarities, 
lines offered a check list for com- 
parative purposes. 7 

A spot check of those concerned 
with organized persennel programs 
made late in 1956 revealed a need 
for the use of. more professionally 
trained personnel workers. A feel- 


ing was also apparent that too 


many individuals entering the field 
of hospital personnel administra- 


tion use the personnel field as a 


stepping stone to other positions, 


the out-. 


generally in the administrative 
field, and do not remain in their 
personnel work long enough to 
bring the expected return to the 
hospital. 
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PHARMACY 


This material was prepared by 
Joseph A. Oddis, staff represent- 
ative, Council on Professional Prac- 
tice, American Hospital Associa- 
tion. 

1. INTRODUCTION 

The advances in drug therapy 
during the past two decades and 
the emphasis which has been 
placed on prepayment hospital in- 
surance has focused the importance 
of hospital pharmacy in the hospi- 
tal framework. Out of this phe- 


nominal growth has emerged a ded- | 


icated group, the American Society 
of Hospital Pharmacists, whose aim 
is to provide better hospital phar- 
macy for better patient care. The 
Bulletin published by this society 
is an outstanding contribution of 
this specialized profession. 

In 1950, the society presented a 
new Minimum Standard for Phar- 
macy in Hospitals, which was en- 
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dorsed by the American Medical 
Association, the American Hospital 
Association, and the Catholic Hos- 
pital Association. Already, it has 


been recognized that there is need 


for revision of these important 
standards. Also significant, is the 
work of the Joint Committee of 
the American Hospital Association 
and the American Society of Hos- 
pital Pharmacists. These two or- 
ganizations, with representatives 
from the fields of administration 
and pharmacy, strive cooperative- 
ly to promote better pharmacy 


practices in hospitals. The creation 


of full-time positions in the Divi- 
sion of Hospital Pharmacy of the 
American Pharmaceutical Associ- 


ation and the Council on Profes- 


sional Practice of the AHA ‘fur- 
ther establishes the importance of 
pharmacy as a member of the pro- 
fessional services in hospitals. The 


early foresight of the Committee 
on Pharmacy of the AHA is re- 
flected in much that has transpired 
during the past two decades. We 
can justly say that things are hap- 
pening in hospital pharmacy. 


ADMINISTRATION 


The pharmacy service is an es- 
sential division of the hospital. The 
Joint Commission on Accreditation 
of Hospitals considers it essential 
that a hospital maintain a phar- 
macy or drug room which is sat- 
isfactorily controlled and super- 
vised (1). 

There are numerous factors 
which are affecting or will affect 
the type of pharmacy service ren- 
dered in hospitals (2). Many hospi- 
tals are facing a problem of simpli- 
fying work methods for nursing 
and the other professional service 
departments. Simplified methods 
for drug charging have been de- 
vised (3). Well organized systems 
provide fast pharmacy service (4). 
Prepackaging in the pharmacy of 
the: most commonly used stock 
solution helps speed up the de- 
livery of drugs and results in a 
significant saving of nurses’ time 
(5). 

Costs and Economies—The public is 
increasingly aware of the cost of 
medication. With the rise in cost 
of medication comes the corre- 
sponding responsibility of hospi- 
tals to economize wherever 
feasible. Bulk compounding of 
medications is one effort in this 
direction. We note also that some 
hospitals have found it’advisable 
to prepare their intravenous fluids 
(6). 

Recent studies indicate that costs 
can be reduced and that many in- 
tangible as well as actual savings 
can be realized in the_use of the 
single-dose disposable-unit type of 
drug administration. Despite the 
apparent savings, it is exceedingly 
difficult to visualize the hidden 
Savings in terms of time saved, 
reduction in purchase and break- 
age of syringes, and the ease of 
administration of the disposable 
units, to say nothing of the safety 
factor with regard to infectious 
hepatitis (7, 8). 

Use of sustained release cap- 
sules of medication have become a 
popular way of dispensing several 
commonly prescribed medications. 
By administering a single daily 
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dose of a drug for the three or 
four previously required reduces 
the time necessary to dispense 
medications (9). 

Drugs and Preparations—A signifi- 
cant change in method of opera- 
tion was instituted in February 
1955 by the AMA Council on Phar- 
macy and Chemistry to improve 
and expand its basic program for 
the evaluation of drugs. The seal- 
acceptance program was aban- 
doned and the general purpose of 
the Council was redefined. As re- 
defined, the council’s drug evalua- 
tion function is to examine and 
evaluate available evidence relat- 
ing to the actions, uses, dosage, 
hazards, and other pertinent prop- 
erties of drugs and to encourage 
rational therapy by timely inform- 
ative reports to the medical pro- 
fession (10). 

The Food and Drug Administra- 
tion has undertaken a program on 
the reporting of reactions associ- 
ated with the use of drugs. The 
development of highly effective, 
yet complex and potent drugs 
necessitates continued follow-up 
studies and observation of the ef- 
fects of those agents. A pilot study 
started in 1955 was extended and 
continued during 1956. From all 
indications, this study will be fur- 
ther expanded in coming years 
(11). 

Dangers inherent in today’s 
powerful and ever-increasing as- 
sortment of medications have 
prompted the Joint Commission on 
Accreditation of Hospitals to add 
a statement in Standards for Hos- 
pital Accreditation with regard to 
automatic stop orders on dangerous 
drugs. Experience has shown that 
this is a good practice and, with 
the increased use of drug therapy, 
is becoming more important as a 
protection to patients (1). 

The use of “investigational 
drugs” in hospitals, other than 
university hospitals, has become 
prevalent. The responsibility for 
their use in the hospital is usually 
invested in the chief investigator. 
It is a wise practice that the hos- 
pital’s pharmacy and therapeutics 
committee keep a record of these 
investigational procedures and that 
pertinent information on the drug 
be made available to the nursing 
station concerned (12). 

Procedures outlining the meth- 
od of handling such investiga- 
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tional drugs have been suggested 
(13). 
Labeling—Preparation of the label 
carries many important responsi- 
bilities not specifically required by 
administrators when we were em- 
ployed to do our job (14). The pri- 
mary function of a label is to con- 
vey information. However, it is the 
responsibility of every pharmacist 
to be certain that his prescriptions 
are labeled completely and cor- 
rectly so as to maintain the confi- 
dence of the physician and ensure 
safety of the patient (15). 
Equipment and Supplies—Sources of 
equipment and supplies are some- 
what difficult to ascertain. Equip- 
ment such as mortars and pestles, 
spatulas, graduates and balances 
are found in any hospital phar- 
macy. Additional equipment for 
bulk compounding, preparation of 
small volume injections and steri- 
lization of ophthalmic preparations 
has for the most part been impro- 
vised or adapted from some other 
procedure (16, 17). An excellent 
listing of equipment and supply 
sources for the hospital pharmacist 
has been prepared (18). 
Formulary—There is evidence that 
the printed hospital formulary is 
more than 300 years old (19). In 
the past few years much has been 


said about the many advantages 


of a good hospital formulary. The 
problem that some are confronted 


- with is how and when to get the 


formulary started (20). Hospital 
pharmacists in institutions which 
operate under the formulary sys- 
tem are sometimes accused of sub- 
stitution. In hospitals employing 
such a system, authorization to 
dispense a different brand of drug 
other than that which is ordered 
is obtained in writing from the 
medical staff. Drugs are accepted 
by their generic names. Authority 
for the adoption of the formulary 
system arises from the medical 
staff. The formulary system in- 
volves no intent to deceive (21). 

One of the first formal attempts 
to define rational drug therapy in 
hospitals was made by the AHA’s 
Committee on Pharmacy, which in 
1937 published an excellent report. 
This stated, “An active Committee 
of Pharmacy as an integral part 
of the medical staff organization 
could have a potent -effect in the 
clinical and economic aspects of 
the hospital.” Unfortunately, this 


report has been essentially ignored 
by administrators and other policy- 
making hospital personnel. The 
need for hospital formularies, how- 
ever, becomes increasingly great 
as the number of new drugs multi- 
plies and as established drugs and 
combinations continue to be mar- 
keted under a large variety of 
names (22). The formulary idea is 
highly controversial. The charge of 
socialism has been leveled’ on a 
few occasions (23). Recently, how- 
ever, the ASHP embarked on a 
proposal for a National Hospital 
Formulary Service (24). 

Economic Poisons — Well over a 
quarter of a million chemical 
products are now available for 
use on the farm, in industry, and 
around the home. These products 
have been developed to make life 
simpler but they: may complicate 
it unless they are used with intel- 
ligence and care (25). Most hos- 
pitals have prepared suitable anti- 
dotal materials for emergency 
treatment in case of poisoning. One 
hospital has answered the problem 
of how to get certain drugs where 
they are needed in a minimum of 
time by using a “poison buggy” 
(26). The report of the Committee 
on Economic Poisons of the ASHP 
offers a number of excellent sug- 
gestions to assist the hospital in 
establishing poison control pro- 
grams (27). 

Purchasing —The purchasing de- 
partment of the hospital has cer- 
tain responsibilities for the pro- 
curement of ‘medicinal supplies. 
The pharmacist, however, is re- 
sponsible for specifications of all 
drugs, chemicals, antibiotics, bio- 
logical and pharmaceutical prep- 
arations used in the treatment of 
the patient (28). 

Personnel—The time has come to 
re-evaluate educational programs 
available for career hospital phar- 
macists (29). Several internships 
in hospital pharmacy, with or. 
without concurrent graduate study 
are open to recent graduates in 
pharmacy. In addition, graduate 
study in hospital pharmacy is of- 
fered by at least three colleges of 
pharmacy (30). 

Small Hospitals—Pharmacy in most 
of our smaller hospitals does not 
exist. It is true that drugs are be- 
ing dispensed, but there is no or- 
ganized, orderly pharmacy serv- 
ice (31). During the last six years, 
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thousands of new hospitals have 
been built in smaller communities, 
mainly through matching federal 
and local funds. With this expan- 
sion program has come the re- 
sponsibility of providing efficient 
and economical pharmacy service 
in smaller hospitals (32). Survey 
samples indicate that smaller hos- 
pitals do not realize that their 
pharmaceuticals can and should 
be at or near the top of their in- 
come list (33). 

Several methods.have been tried 
in an effort to provide registered 
pharmacist service to the hospital 
which finds it economically im- 
possible to employ a full-time 
pharmacist. Use of a shared phar- 
macist, the combination of a 
pharmacist and other job respon- 
sibilities, and securing the serv- 
ices of a community pharmacist 
are some of these methods (34). 
The community pharmacist pro- 
viding service and_ supervision, 
however, should be made aware 
of the responsibilities of such a 
service (35). 

Audit of Pharmaceutical 
Hospitals — This audit is the first 
comprehensive, national study of 
pharmaceutical service in hospi- 
tals undertaken in the United 
States. 
under a grant from the Public 
Health Service by the Division of 
Hospital Pharmacy of the Ameri- 
can Pharmaceutical Association 
and the ASHP. Members of the 
ASHP and the 45 affiliated chap- 
ters throughout the country will 
be called on for cooperation and 
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full support. The study also has 


the endorsement of national hos- 
pital associations. Successful com- 
pletion of the survey of pharma- 
ceutical service in hospitals will 
provide factual data which will 
serve as a basis for improving the 
quality and expanding the scope 
of pharmaceutical service to pa- 
tients (36). 
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PURCHASING 


This material was prepared by 
Waldo W. Buss, executive director, 
Milwaukee Sanitarium, Wauwato- 
sa, Wis. 


1. INTRODUCTION 


Administrators and. others re- 
sponsible for the operation of hos- 
pitals are becoming aware of the 
importance of the procurement of 
equipment and supplies to better 
patient care. Better products for 
better patient care makes for bet- 
ter public relations between. the 
hospital, the patient and the gen- 
eral public (1). 

A certain consciousness is also 
apparent with regard to more 
widespread participation when it 
comes to the selection of supplies 
and equipment to be used in the 
hospital by key hospital personnel. 


development of purchasing 


committees in many hospitals 
meets the needs of required visual- 
ization of future methods of oper- 
ation and provides an excellent 
opportunity for department heads 
to review plans and to formulate 
proposed systems and procedures. 
Gross errors in purchasing are thus 
avoided (2). For example, the pur- 
chase and control of laboratory 
supplies cannot be _ satisfactorily 


accomplished on a one-department 
basis. For best results, there should 
be close agreement and under- 
standing between administration, 
the chief pathologist and the pur- 
chasing department. The purchas- 
ing agent cannot be expected to 
master all technical aspects of 
laboratory equipment and _ sup- 
plies, but he can —and should — 
acquire a generalized picture of 
the needs of the laboratory. Like- 
wise, laboratory supervisors do not 
always grasp entirely the expense 
incurred by their departments. 
Neither can the administrator 
know the degree of coordination 
between the purchasing depart- 
ment and the laboratory unless he 
is consulted about the steps taken 
in that direction by the depart- 
ments concerned (3). 


ll. PURCHASING PERSONNEL 


If the purchasing agent is to be 
of the greatest value to adminis- 
tration in the hospital he must be 
allowed to use all of his skills. 

Surrounding the administrator 
in any hospital are certain func- 
tional areas—purchasing, plant en- 
gineering, personnel, and so on— 
in which skilled advisors are to be 
desired. In each of these areas the 
administrator: is expected to be 
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competent to judge the efficiency 
of these operations but not neces- 
sarily skilled in actually perform- 
ing them. In each area the ad- 
ministrator has a right to expect 
intelligent counsel based upon 
special skills and knowledge avail- 
able in the field. All too often, 
however, the administrator does 
not take full advantage of avail- 
able assistance. 

In the past 50 years hospitals 
have become big business. With 
this growth, purchasing for the 
hospital, like the administrator’s 
duties, has become more complex. 
The purchasing agent must now 
be more than a buyer; he must 
also act as a counsellor, a re- 
searcher, and a statistician. 

Centralization and coordination 
of purchasing results only when 
the department head is convinced 
that he can secure real assistance 
from the purchasing staff; when 
the department head recognizes 
the ability of the purchasing staff; 
when there is an over-all hospital 
organization which thinks in terms 
of a unified administrative and op- 
erating program; and when the 
purchasing function is allowed to 
expand into a well organized pro- 
gram within its own areas. 

When a purchasing agent is in 
fact and in function a full staff 
officer, his relationships with de- 
partment heads become highly im- 
portant. To carry out his duties for 
the highest good of the hospital, 
the purchasing agent needs advice 
and should give advice. He can act 
as a ready information bureau for 
both the department head and the 
administrator (4). 

A purchasing agent must also be 
..able to sell. He must be able to sell 
policy, quality, price, service and 
most important he must originate 
and sell ideas (5). 

Training Assistants—Equally as im- 
portant as the purchasing agent is 
the training and recruitment of 
assistants who will, perhaps, be 
the purchasing agents in the hos- 
pitals of tomorrow. The better 
trained the assistant, the better 
the department as a whole will 
function. 

Among the best candidates for 
this position are hospital adminis- 
tration students engaged in part- 
time academic studies who have 
little or no previous hospital ex- 
perience and are full-time em- 
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ployees. Training in purchasing 


- will provide these students with 


the background and experience 
that will be valuable to them as 
administrators, especially in 
smaller hospitals where they will 
also function as purchasing agents. 
Qualities to look for in selecting 
a purchasing trainee include the 
following: An ability to deal with 
the public tactfully and pleasantly; 
a personality of sufficient force to 
command the respect of his supe- 
riors and of persons with whom he 
carries on business; a willingness 
to do detailed work in order to 
acquire know-how; more than an 
ordinary degree of analytical rea- 
soning power so that he will be 
able to make correct decisions 
quickly; and, if the stores control 
is under the supervision of the 
purchasing department, no objec- 
tion to occasional physical labor. 
If all these qualities—or at least 
most of them—are present, then 
the nucleus of a “career” purchas- 
ing agent is at hand. 
Purchasing procedures can best 
be learned by actual performance 
of the work. This becomes an on- 
the-job training program, and can 
create an area of employment with 
good chances for advancement. Ad- 
ministratively, it is one of the few 
positions in the hospital that does 
offer some future. It is in making 
this position one of importance and 
following a definite teaching plan 
for it that the desire to become a 
capable hospital purchasing agent 
can be instilled into young men 


(6, 7). 
il. CURRENT PRACTICES 


Management and Purchasing—As in 
industry, performance in purchas- 
ing is a direct indication of the 
effectiveness of hospital manage- 
ment policies. Management may be 
surprised to find itself rated on the 
basis of a departmental activity. 
Before management can evaluate 
its purchasing, however, it must 
remember that purchasing per- 
formance is probably influenced 
more by hospital policies than by 
any other single factor. 

Management owes itself — and 
purchasing — the satisfaction of 
getting as adequate a purchasing 
job as it can within the limits of 
authority. Too many times, these 
limits are so narrow that they are 
a handicap to an otherwise effec- 


tive department. The authority 
granted by management should be 
broad enough so that it does not 
limit substantially the exercise of 
professional judgment. It should 
provide sufficient freedom of ac- 
tion that a buyer can apply his 
knowledge, experience, and initi- 
ative in making decisions. : 

Management can learn much 
and benefit much, from the knowl- 
edge and experience of the pur- 
chasing agent. It has a right to 
expect these. benefits, but can ex- 
pect them only to the extent that 
it gives purchasing the status given 
other departments (8). 

The purchasing agent also has a 
great responsibility to the hospital 
management with respect to pub- 
lic relations. The conduct of his 
department is most important to 
the people he meets and deals with 
during the process of procuring 
equipment and supplies for his 


-. hospital. His-contacts are with an 


entirely different group of people 
than reached by other departments 
of the hospital (9). 

Legal Aspects—Hospitals must be 


‘increasingly alert to the legal re- 


quirements as they are related to 
hospitals. For example, one change 
which could apply to hospitals is 
the acceptance of offers by letter. 
Revised postal regulations have 
changed the basis of law with re- 
spect to valid acceptance by letter. 
Actual delivery, not merely mail- 
ing, now is needed to make a con- 
tract binding (10, 11). 

Problems of handling damaged 
shipments can be greatly mini- 
mized by close cooperation with 
local carrier agents, knowledge 
and understanding their proce- 
dures, and a positive knowledge 
that claims are justified before 
damages are filed for. Allowances 
within carrier rates provide for 
such claims, but as a matter of 
good business procedure they must 
be watched closely. The safest way 
to avoid disputes is making certain 
that every package received is 
thoroughly examined before it is 
accepted and noting on the freight 
bill the exact state of any such - 
damage (12). 

The New Look — Hospitals are 
evolving to a more complex serv- 
ice pattern. This must be recog- 
nized also by the purchasing agent 
in abolishing all symptoms of an 


outdated supply system. 
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First of all, manpower is no. 


longer abundant or inexpensive. 
Mechanical energy today is much 
cheaper than manpower. This fact 
imposes upon us the necessity of 
making better use of manpower— 
not only physical but intellectual 
as well. 

Secondly, hospitals are no longer 
households, even though they re- 
tain a household function. They 
are more nearly complex process- 
ing plants with attributes of a 
department store, a hotel and a 
factory. 

The outmoded conception of 
hospitals as households results in 
some interesting emphases which 
are misplaced. 

It seems self-evident that we 
must cease to be exclusively pre- 
occupied with economy in the 
purchase and use of supplies, im- 
portant though such economy is. 
We must discard the obsolete 
“fetch and carry” system and 
tackle the development of a sys- 
tematic and efficient supply serv- 
ice utilizing as much mechanical 
- equipment as possible and sparing 
manpower as much as possible. 
Only in this way can we prepare 
ourselves to give satisfactory pa- 
tient care in the world of today 
and tomorrow (13). 

Systems — Review of outmoded 


forms can be of great value in 


developing efficient procedures in 
any well organized purchasing de- 
partment. By combining forms, 
handling of reports is kept to a 
minimum. The “one writing” pro- 
cedure eliminates errors of tran- 
scription and consecutively pre- 
numbered forms with consolidated 
information on each shipment pro- 
vides complete record controls 
(14). 

Inventory and control of inven- 
tory is of great interest to a pur- 
chasing agent and equally so to the 
hospital administrator. It some- 
times means the difference be- 
tween being able to pay bills and 
meet payrolls promptly and being 
forced to borrow money to take 
care of these obligations. There 
are many systems that can be 
adopted. For larger hospitals, the 
use of machines can be most effi- 
cient; in smaller hospitals, well 
designed forms for such purposes 
should be a requirement for better 
inventory control (15, 16). 

One important tool with which 
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a purchasing agent and his per- 
sonnel works is a well organized 
catalog file. There are few, if any, 
purchasing departments that do 


~ not make some use of catalogs. 


The advantages catalogs provide 
are in direct proportion to how 
efficiently they are kept and used. 
To be of any value, the catalog 
file must be current and up to 
date. It then becomes a handy 
reference to sources and materials. 
A good file helps in quick, accurate 
and complete writing of purchase 
orders. Most important, in en- 
hances the purchasing department 
from the standpoint of service 
(17). 

Another valuable tool in the 
hands of a purchasing agent is a 
purchasing manual setting forth 
the hospital’s purchasing policies, 
organization and responsibility of 
the department, legal aspects, re- 
lationship to other departments, 
relations with vendors and sales- 
men, contracts, and so on. It should 
contain any other information 
which will acquaint personnel 
with the purchasing procedures in 
a given hospital (18). 

Nothing can be quite as frus- 
trating as a poorly organized filing 
system. Files are merely an exten- 
sion of man’s memory. They take 
many forms. Some are no more 
than a stack of papers on a desk, 
with the missing or desired paper 
“in this pile somewhere’’. Others 
are extremely complex, having 
innumerable guides, tabs, colored 
separators, colored signals and the 
like. In addition, they may be 
supervised by an expert in filing 
methods. 

Somewhere between these two 
extremes lie the filing systems of 
most purchasing departments. 
They generally. fulfill immediate 
needs but most can be improved 
to provide greater efficiency. The 
effort required for this improve- 
ment is negligible when compared 
to the ultimate gain. 

In evaluating a filing system, 
first go over the general principles 
that are applicable to all depart- 
ments, whether purchasing, ac- 
counting, engineering or any other. 
There are many ways to handle 
the job efficiently, but each system 
must be designed to coordinate all 
procedures in the department. 

After a review of the general 
principles, the way is then clear 


for an analysis of the forms unique 
to purchasing—requisitions, quota- 
tions, purchase orders, purchase 
record cards, acknowledgments 
and change notices (19). : 

Surplus Property — Every hospital 
purchasing agent is interested in 
obtaining supplies and equipment 
for his hospital as economically as 
possible. Surplus property of the 
government is often the answer phi 
such economies. 

The United States Department 
of Health, Education, and Welfare 
has recently published a pamphlet 
which not only answers questions 
about surplus property eligibility, 
applications, conditions and re- 
strictions but also includes a di- 
rectory of regional property co- 
ordinators and a directory of state 
agencies for surplus property. The 
booklet, entitled “Acquiring Sur- 
plus Property for Health or Edu- 
cational Use,” is available from 
the Government Printing Office, 
Washington, D. C., at 15 cents a 
copy (20). 

Testing — Testing of equipment 
and supplies used in the hospital 
has been a subject of much dis- 
cussion by purchasing agents. It 
has been pointed out many times 
that it seems useless to write de- 
tailed specifications for purchase 
orders when it is impossible to 
check the specification upon receipt 
of the order. Much depends upon 
the ingenuity and ability of the 
purchasing agent in this regard, 
for there are many simple tests 
which can be made. In this same 
area is the need for knowledge of 
the relative longevity of equipment 
under operational conditions. A 
number of methods, varying as to 
practicability and cost of estimat- 
ing longevity, have been proposed. 
Such testing can be economically 
advantageous (21). 

Standardization—There is contin- 
ued interest in the subject of stand- 
ardization. Hospitals throughout 
the country are developing a better 
understanding of how to educate 
personnel to appreciate the advan- 
tages of such an approach to better 
and more economical patient care. 
Committee participation seems to 
be the answer to more widespread 
interest throughout the hospitals 
in setting standards and introduc- 
ing simplification practices which 
will produce a higher degree of 
efficiency and economy and at the 
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same time create an atmosphere of 
teamwork. 

Standardization is definitely the 
concern of the purchasing agent. 
Leadership should come from him 
in promoting and instigating ways 
to implement an active program in 
this direction (22, 23, 24, 25). 

is im- 
portant, whether it concerns a 
large or small hospital. A great 
deal can be done to improve pro- 
curement of supplies and equip- 
ment by following the experiences 
of industry as well as the “‘know- 
how” of writers in the field of 
hospital purchasing. No _ specific 
outline or formula can be written 
that would apply to all hospitals, 
but it is important that we develop 
the ability to apply those sugges- 
tions and ideas which best suit 
our needs. This applies to the area 
of cooperative buying, decentral- 
ized buying, or any other phase 
of the methods we employ to pro- 
vide our hospitals with the best 
materials that will be the most 
economical and serviceable in pro- 
viding the ultimate in patient care 
(26, 27, 28, 29, 3G, ai, 
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REIMBURSEMENT 


This material was prepared by 
James R. Neely, secretary of the 
American Hospital Association 
Council on Prepayment Plans and 
Hospital Reimbursement. 


1. DEVELOPMENTS IN 1956 


Blue Cross Association The year 


1956 was significant in the history 


of the growth of prepayment plans 
for hospital care. One of the most 
notable milestones during the year 
was the reorganization of the Blue 
Cross Association (1). Although 
the Blue Cross Association was 
formed in 1948, its major function 
was to serve as the holding com- 
pany for the stock of Health Serv- 
ice, Inc. (2), a stock insurance 
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company wholly owned by Blue 
Cross to supplement hospitaliza- 
tion benefits and enrollment efforts 
of local Blue Cross Plans. The 
trend in recent years toward de- 
centralization of industry and in- 
dustry-wide bargaining fpr health 
insurance benefits made it increas- 
ingly apparent that a mechanism 
was required through which groups 
having membership in more than 
one Blue Cross Plan area could 
obtain uniform prepaid hospitali- 
zation benefits at uniform rates. 
special committee of Blue 

rgss Plan executives studied vari- 
ous mechanisms for meeting the 
demands of interplan groups. It 
recommended that after reorgani- 


zation the Blue Cross Association 
be given responsibility for Blue 
Cross enrollment of such groups. 
On July 10, 1956, Blue Cross Plan 
representatives, meeting in special 
session in Chicago, voted to accept 
the recommendation of the special 
committee. More than half of the 
Blue Cross Plans in the United 
States,.representing 88 per cent of 
the total enrollment in Blue Cross, 
have already applied formally for 
membership in the reorganized 
Blue Cross Association. 
Recognizing the significance to 


‘hospitals of the reorganization of 


the Blue Cross Association, the 
American Hospital Association 
studied it in detail. On Nov. 30, 
1956, the Board of Trustees of the. 
American Hospital Association 
formally voted to reaffirm its 1948 
approval of the Blue Cross Asso- 
ciation and urged hospitals to co- 
operate in implementing new pro- 
grams to be developed by the Blue 


Cross Association in which both © 


had a mutual interest. 

On Nov. 26, 1956, Dr. Basil C. 
McLean, former president of the 
American Hospital Association, an— 
nounced his resignation as Com- 
missioner of Hospitals for the City 
of New York to become the first 
president of the Blue Cross Asso- 
ciation, effective Feb. 1, 1957 (3). 

Dependents’ Medical Care—-On June 
7, 1956, President Eisenhower 
signed Public Law 569 authorizing 
the purchase of hospital and med- 
ical care from civilian sources for 
dependents of servicemen (4). This 
law became effective Dec. 7, 1956, 
and authorized the Department of 
Defense to contract with voluntary 
prepayment agencies to administer 
the payments for care provided by 
civilian hospitals and medical per- 
sonnel to defined categories of 
servicemen’s dependents. The 
American Hospital Association 
urged the Department of Defense to 
select Blue Cross as the administra- 
tive agent for the entire nation; 
however, a decision was reached 
to request Blue Cross to serve as 
administrative agent in 31 eastern 
and western states, the. District 
of Columbia, Puerto Rico, Alaska, 
and Hawaii. The Mutual Benefit 
Health and Accident Association 
of Omaha, Nebr., was selected to 
serve as administrative agent in 
Arkansas, Florida, Georgia, Illinois, 
Indiana, Iowa, Kansas, Louisiana, 
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Minnesota, Missouri, Nebraska, 
North Dakota, Oklahoma, South 
Carolina, South Dakota, Texas, and 
Wisconsin. 

In response to a resolution 
adopted by the House of Delegates 
of the American Hospital Associa- 
tion Sept. 19, 1956, most hospitals 
located in the states where Blue 
Cross was selected as contractor 
for the program agreed to accept 
payment for care rendered to serv- 
icemen’s dependents on the basis 
of the same reimbursement formu- 
la in existence for Blue Cross sub- 
scribers. _ 

Blue Cross Reaches 50 Million—The 
Blue Cross Plans approved by the 


American Hospital Association . 


reached a milestone in their growth 
in 1956. Early in the year, the 
Blue Cross Commission of the 
American Hospital Association an- 
' nounced that the total enrollment 


of Blue Cross Plans had exceeded .- 


50 million subscribers (5). This 
phenomenal growth in just 25 
years received special recognition 
on the presentation of an award 
by Herbert Hoover, former presi- 
dent of the United States, to the 
American Hospital Association for 
the part it played in the develop- 
ment of the voluntary prepayment 
movement. 

Extensions of Health Insurance Cover- 
age—Blue Cross Plans and com- 
mercial insurance companies intro- 
~ duced many new forms of coverage 
to make possible the continuation 
of coverage of retired workers and 
the extension of benefits for pro- 
longed illness. A notable example 
of such development was the intro- 
duction of an extended medical 
care benefit subscriber contract 
by Massachusetts Hospital Service, 
Inc. This contract provides cover- 


age for hospital care, nursing home 


and convalescent home care, and 
home care for an unlimited num- 
ber of days per illness up to a 
maximum of $10,000. 

Federal Trade Commission Control of 
Advertising—During 1956 the Fed- 
eral Trade Commission charged a 
number of insurance companies 
with unethical and deceptive ad- 
vertising. Although both insurance 
companies and state insurance com- 
missioners attacked the Federal 
Trade Commission for lack of jur- 
isdiction in issuing such charges, 
the commission held numerous 
hearings with the companies’ so 
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charged, and many of them indi- 


- cated they had ceased distributing 


advertising material containing the 
deceptive phrases cited. 

Health Insurance for Federal Employees 
—In 1956 the Civil Service Com- 
mission of the United States an- 
nounced it was pursuing a program 
to enact into legislation the provi- 
sion of “major medical insurance 
coverage” for employees of the 
federal government. The proposed 
type of coverage would become 
effective for hospitalization ex- 
pense only after the total hospital 
bill exceeded $500. Both the Amer- 
ican Hospital Association and Blue 
Cross Plans opposed this form of 
coverage on the basis that it did 
not provide prepaid benefits for 
the initial and acute phases of 
hospitalized illness. Although no 
legislation authorizing the pur- 
chase of health insurance coverage 
for federal employees was enacted 
in 1956, there undoubtedly will 
be greater effort in 1957 to secure 
passage of such legislation. 

National Hospital Insurance in Canada 
—The Canadian government an- 
nounced in 1956 that it would en- 
act a national health insurance bill 
if a majority of the provincial gov- 
ernments indicated a willingness 
to participate financially in the 
provision of such insurance. Details 
of the program were not fully 


worked out but it was broadly 


described as the provision of gov- 
ernment financed health care in 
hospital standard ward accommo- 
dations. Health legislation in Cana- 


da is primarily the prerogative of 
provincial governments. Under the 
proposed federal plan the govern- 
ment of Canada will assist any 
province financially, broadly up to 
50 per cent of the total cost, for 
such hospital insurance. To date 
the provinces that have indicated 
their willingness to participate are 
British Columbia, Alberta, and 
Saskatchewan. 

New Literature—A significant con- 
tribution to literature in the field 
of prepayment for health care dur- 
ing 1956 was the publication of 
Family Medical Costs and Volun- 
tary Health Insurance: A Nation- 
wide Survey by Odin W. Anderson, 
Ph.D., of Health Information Foun- — 
dation, with Jacob J. Feldman, of 
National Opinion Research Center. 
This book, resulting from extensive 
research on health prepayment, 
provides valuable data to assist 
those interested in problems of 
financing necessary health care 
and evaluating the strengths and 
weaknesses of voluntary prepay- 
ment (6). 
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I. INTRODUCTION 


During 1956 many articles ap- 
pearing in publications in the hos- 
pital field were aimed at achieving 
greater safety in hospitals for pa- 
tients, personnel, and visitors. A 
great deal of time and attention 
is devoted to this problem by the 
American Hospital Association, 


- working in close cooperation with 


the National Safety Council. Al- 
though hospitals made a rather 


late start in this important area, 
they are rapidly catching up to 
industry, which has long had a 


great interest in this field. It 
would appear somewhat incongru- 
ous that hospitals, which are dedi- 
cated to help mankind, should find 
themselves in this unusual posi- 
tion. With the rapid strides being 
made, however, this problem will 
receive proper emphasis (1). 
History indicates that it was 
Florence Nightingale who first ob- 
served that hospitals had an obli- 
gation ‘“‘to cause their patients no 
harm.” Hospital boards, adminis- 
trators, and personnel have a seri- 
ous responsibility for the protection 


SAFETY 
| 
| 


not only of the patient, but of 
personnel and public as well. This 
means that every possible step 
should be taken to prevent acci- 
dents by removing their cause, and 
by instituting and teaching pro- 
cedures that can be utilized in the 
event of a disaster, whether it be 
fire, flood, or whatever, so that 
injuries can be prevented or kept 
at a minimum (2, #4). 

Undoubtedly the most important 
reason for a hospital board and 
administrator to have an abiding 
interest in safety is a humanitarian 
one. The desire to prevent human 
suffering in any degree as the re- 
sult of an accident or incident 
should be sufficient. There are, 
however,: other less emotional 
reasons which should also motivate 
even the most callous. A glance at 
the financial cost of accidents in 
terms of lawsuits or insurance 
premiums should convince us that 
a safety program is one of the most 
important administrative responsi- 
bilities. A few dollars wisely in- 
vested in a safety program can 
save millions of dollars in property 
damage or legal settlements, to say 
nothing of the man hours saved 
and suffering prevented (3, 4, 5, 
24). 


ll. CURRENT PRACTICES 

Whatever motivation we choose 
to recognize in organizing safety 
programs, the important thing is 
to realize that there is a real need. 
More and more we find the courts 
changing their outlook toward hos- 
pitals. There is a growing tendency 
for the courts to treat hospitals 
the same as any other enterprise, 
and to hold them responsible for 
injuries suffered by patients, per- 
sonnel, or the public. The older 
doctrines of immunity are rapidly 
disappearing, and awards are be- 
ing made to the injured are grow- 
ing larger (6). 

In a comprehensive safety pro- 
gram, many areas in the hospital 
must be considered. The operating 
room suite, with its explosive gases 
(21), corridors with their heavy 
traffic, special. areas, and patient 
rooms are all potential sites. These 
areas and many others must be 
studied from the point of view of 
safety if a program is to achieve 
the desired results. One of the most 
feared hazards in the hospital is 
fire and its attendant hazards. A 
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good safety program will give seri- 
ous attention to fire prevention. A 
careful inspection must be made 
of the entire hospital to determine 
whether or not we have complied 
fully with the latest recommenda- 
tions on fire safety. These vital 
questions must be asked: Are 
stairwells enclosed? Are hose reels 
functional and subject to regular 


Inspection? Is the alarm system 


operative and is it understood by 
everybody? Are fire doors in the 
proper places and in good repair, 
and are fire escapes adequate and 
safe? Is the fire evacuation plan 
practical, and above all, is it made 
known to all personnel through 
repeated drills? | 

The role of the safety committee 
in the hospital is a most important 
one, for it is through this group 
that the hospital board and admin- 
istrator see their over-all planning 
carried out. The organization of 


the safety committee varies with , 


the individual hospital. In one suc- 
cessful plan of organization, the 
committee is headed by one of the 
department heads, either the per- 
sonnel manager or the chief engi- 
neer; its membership is made up 
of representatives from the several 
hospital departments, usually not 
at the department head level. This 
plan also calls for personnel at all 
levels to be represented on the 
committee. The committee func- 
tions by dividing its responsibili- 
ties into three areas, with one sub- 
committee concerned with patient 
safety, a second concerned with 
employee safety, and a third con- 
cerned with general plant and 
property safety, including the safe- 
ty of the public. 

No matter how the safety com- 
mittee is organized, the important 
thing is to have one and to make 
use of it intelligently and con- 
sistently. Only in this way. will 


potential sources of accidents be 


discovered and corrected, and only 
in this way will all the personnel 
know their duties in the event of 
an accident or fire. It has been cor- 
rectly said that safety begins at 
the top, but a safety program that 
does not extend throughout the 
organization has little hope for 
success. By the same token, a 
safety program that does not seri- 
ously consider the: findings, sug- 
gestions, and recommendations of 
the safety committee is doomed to 


failure (2, 3, 4, 5, 6, 17, 18, 20). 

- The American Hospital Associa- 
tion and the National Safety Coun- 
cil are leading the way to a better 
realization of the importance of 
safety. At the state level, state hos- 
pital associations can be of great 
help in assisting with the great 


amount of education which is 


needed to “sell” safety to every 
person in the hospital. Since 1949 
the National Safety Council and 
the AHA have worked hand in 
hand to further the cause of safety 
in our. hospitals. Institutes have. 
been held, the Hospital Safety 
Service was begun, and a hospital 
safety contest has been held for 
the last two years. It is to be 
hoped that interest at the local 
level will equal that at the na- 
tional level, and that hospitals will 
expend the effort on safety that 
its importance demands (1, 7). 

Principles of Hospital Safety——-At the 
hospital safety seminar held in 
Washington, D. C., late in 1955, 
the following principles of safety 
were developed and subsequently 
approved by the AHA Board of 
Trustees: 

1. Hospitals have hazards com- 
mon to industries, homes and pub- 
lic buildings, and in addition have 
hazards peculiar to hospitals. 

2. Hospitals, because of their 
purpose, are particularly expected 
to be places of safety. 

3. Accidents can be prevented— 
they are caused by unsafe acts 
and unsafe conditions. 

4. Safety is a normal function 
of sound management and _ is in- 
herent in the rational performance 
of regular tasks and duties. 

5. Control of hazards requires . 
conscious effort, planned procedure 
and vigilance. 

6. Every hospital needs a com- 
prehensive safety program, inte- 
grated within all departments and 
all levels of activity. ¢ 

7. Such a program can be most 
effectively established and main- 
tained by means of a committee 
representing the administrator, all 
department heads and the medical 
staff. Subcommittees may be es- 
tablished to handle special prob- 


lems. 


8. Specific duties and authority 
should be delegated to this com- 
mittee, although ultimate responsi- 
bility for the safety of patients, 
personnel, visitors, and property is 
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entrusted to the governing board 
whom the administrator repre- 
sents, and he cannot transfer this 
responsibility. 


9. The function of the safety 


committee is 1) To advise on mat- 
ters pertaining to the elimination 


and control of hazards and to the. 


establishment and maintenance of 
safe procedures, and 2) To imple- 
ment, communicate and interpret 
the authorized safety program. 

10: The safety committee should 
meet regularly and should Keep ac- 
curate records of matters consid- 
ered, recommendations made and 
progress of pending recommenda- 
tions. 

11. Full support of the adminis- 
trator and full understanding and 
cooperation of all personnel is 
essential to the effectiveness of the 
safety program. 

12. A successful safety program 

requires the investment of person- 
nel, time and funds, but it can save 
many times this investment in re- 
ducing insurance premiums and 
losses. due to accidents. 
_ 13. Safety is essential to good 
patient care, employee welfare and 
morale, and to good public rela- 
tions (8). 

Safety Education—Only when each 
person in the hospital is made to 
realize that safety is everybody’s 


business, will we start making real 


progress toward the goal of reduc- 
ing accidents and providing a safer 
place for patients, personnel, and 
visitors. When top management has 
accepted its responsibilities for 
safety, and when each person in 
the organization re-evaluates his 


job in terms of how he can con-. 


tribute to a safe hospital environ- 
ment, we will be a long way along 
the road to success (2). 

Those who are responsible for 
the construction of new hospital 
facilities have the advantage of be- 
ing able to build in safety as the 
new buildings are constructed. If 
safety is built im, it is much easier 
to carry it out after the facility 
is put into operation. Most of us, 
however, must carry on in older 
buildings. It is here that we must 
first discover the unsafe locations 
and conditions before they can be 
corrected or removed. Only vigi- 
lant inspection by all of our per- 
sonnel can accomplish this com- 
pletely (9, 22). 

Operating rooms have received 
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a great deal of attention from both 
hospital authorities and from the 
National Fire Protection Associa- 
tion. NFPA has published the very 
valuable pamphlet entitled ‘‘Rec- 
ommended Safe Practice for Hos- 
pital Operating Rooms.” The ever- 
present danger of static electricity 
in combination with explosive 
gases is one which cannot be ig- 
nored. If we tend to become com- 
placent about the hazard of a pos- 
sible anesthetic explosion because 
‘“‘we have never had one,” it would 
be well to review the experience of 
a modern Midwest hospital which 
has pioneered in removing hazards 
of this kind.. Under the most ideal 
conditions, from the standpoint of 
safety, and with proper equipment 
and good technique, this hospital 
experienced a death as a result of 
an explosion in their surgery. If 
it can happen under supposedly 
ideal conditions, it is not illogical 
to think that it can happen where 
the problem has received little or 
no attention. It should be remem- 
bered that accidents feed best upon 
negligence and disinterest (10, 11, 
12, 19, 

In the last few years Lt. Robert 
McGrath of the Chicago Fire De- 
partment has done a great deal of 
work with hospitals on fire safety. 
His program has been so successful 
that he has presented it in some 24 
states, providing hospital personnel 
with lifesaving instruction on fire 
prevention, fire fighting, and the 
evacuation of patients in the event 
of a fire. Lt. McGrath’s program 
can be recommended to everyone 
who is responsible for and con- 
cerned about the safety of patients 
in hospitals. He has, by actual 
demonstration, shown how patients 
can be carried by even a single 
nurse, if necessary, with no injury 
to the carrier. He has explained to 
hospital personnel the operating 
principles of various types of fire 
extinguishers. Students have been 
given the opportunity to use them, 
so if they are needed in a real 
emergency, fear of the unknown 
will not contribute to or start 
panic. Lt. McGrath feels very 
strongly that safety literature must 
be distributed among all of the 
personnel in the hospital, so that 


-each employee is familiar with his 


duties in the event of an emer- 
gency. Another valuable point he 
has made is that it is necessary 


to indoctrinate only 25 per cent 
of the entire nursing and allied 
personnel in the hospital. This 
group can easily train the remain- 
ing 75 per cent (13, 14, 15, 16). 
There is no area in the hospital 
that is immune from accidents of 
one kind or another. Patient areas, 
service areas, and public areas all 
need equal concentrated attention. 
Staff members who.work in these 
areas can contribute much infor- 
mation which might well be over- 
looked by anyone less familiar 
with the functions of that particu- 
lar area. Conversely, a member of 
another department will not be 
affected by the blindness that so 
often results from familiarity. 
Safety is not something we have 
a choice about. We must devote our 
attention to it constantly, and rec-_ 
ognize it as a responsibility that 
equals any we have in the admin- 
istration of our hospitals (1). 
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AGAIN we say... 


The Time is NOW! 


Approximately a year ago Tamblyn and Brown, 
Ine. emphasized in an advertisement that “Now is 
the time for fund raising.” 


This conclusion was based on a study indicating 
that because of our expanding national economy the 
total of annual giving, estimated at $6 billion in 


1955, would reach $7.4 billion by 1960. 


During the past twelve months, hospitals and other 
health institutions have employed the services of 
Tamblyn and Brown, Inc. to. assist in programs 
totalling more than $37,000,000. Campaigns con- 
cluded during the past year have been unusually 
successful. Every campaign now in progress appears 
to be headed toward attainment of its objective. 


For 37 years, Tamblyn and Brown, Inc. has planned 
and directed capital fund programs for hospitals. 
Our all-inclusive services are highly flexible and are 
expertly designed to meet the particular circum- 
stances of each project. 


Data which may help you in planning a program 
of expansion or development for your hospital will 


eladly be provided. 
_ Again we say... The Time is NOW! 


TAMBLYN AND BROWN, INCORPORATED 


EMPIRE STATE BUILDING 
NEW YORK 1, NEW YORK 


TELEPHONE LACKAWANNA 4-3200 


CHARTER MEMBER, AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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Functions of Blue Cross Groups Outlined 


The Blue Cross Association will be responsible for enrollment of new 
members, negotiations with the federal government for federal employee 
insurance, administration of the ‘‘medicare” program, national adver- 
tising and public relations activities, and market research. 

These functions were outlined in a statement delineating the areas 


in which the Blue Cross Associa- 
tion and the Blue Cross Commis- 
sion. are to operate. The statement 
was issued, after being approved 
by the governing groups of the 
association and the commission, at 
the Annual Conference of Blue 
Cross Plans held in San Francisco 
March 24-28. 7 

Establishment of an inter-plan 
leased wire system is also con- 
templated. 

These were the main points made 
in the statement: 

The initial staff project of the 

e association is that of bringing 
into membership in the association 
those approved Blue Cross Plans 
which are not now members. 

The initial function of the as- 

e sociation lies in the field of 
enrollment of subscribers. Pat- 
terns already established in the 
operation of Health Service Inc. 
(an insurance organization, the 
stock of which is wholly owned 
by the Blue Cross Association), 
enrollment of steel accounts, and 
other similar enrollments should 
be used as the foundation for rec- 
ommendations on types of contracts 
to be offered to members, upon ap- 
proval by BCA’s board of govern- 
ors. 

A need exists for a revitalized 
Blue Cross benefit concept and the 
staff should direct its energies 
toward this objective. 

The association staff is author- 


ized to determine whether or not. 


branch enrollment offices are re- 
quired in any cities. Recommenda- 
tions are to be made to the gov- 
erning board. 

The Enrollment Committee of the 
commission should be instructed 
by the commission to serve as an 
advisory group to the staff of the 
association on national enrollment 
matters and to coordinate its ac- 
tivities with the Blue Shield Com- 
mission. No staff or enrollment ac- 
tivity: is contemplated to be carried 
on within the Blue Cross Commis- 
sion. 

The National Account Agree- 


‘APRIL 16, 1957, VOL. 31 


ment (whereby a national sub- 
scriber may get the same benefits 
for all his employees, cutting across 
individual Plans’ regular benefit 


programs) will be discontinued by 


the. commission when the associa- 
tion has approved contracts to be 
underwritten by its member Plans. 

The Local Benefit Agreement for 
National Accounts (whereby a na- 
tional subscriber accepts the regu- 
lar Plan benefits in each of the 
Plan areas in which he wishes cov- 
erage) is to become a function of 
the. association. 

Other agreements involving con- 
tracts or negotiations with accounts 
will be discontinued by the com- 
mission and transferred to the as- 
sociation. 

Actuarial services needed by 

e the association should be pro- 
vided through Health Service Inc. 
as_a staff function rather than pri- 
marily through consultants. Gath- 
ering of Plan statistics and their 
compilation, and the offering of 
technical assistance, will continue 
as functions of the commission. 

The Blue Cross Association 

e should undertake to be re- 
sponsible for all aspects of the ap- 
proach made by Blue Cross to the 
federal government, including fed- 


eral employees, as soon as possible. 


Association officers should be au- 
thorized to coordinate their activi- 
ties relating to federal matters with 
representatives of Blue Shield and 
the American Hospital Association. 
The association should assume 
responsibility for the services of 
legal counsel and others now re- 
tained in Washington, D. C., by 
the commission. The contributions 
made by the commission to support 
the AHA Washington office should 
be continued by the commission. 
Responsibility for coordination 
of Plan interests with the National 
Association of Insurance Commis- 


‘sioners should be continued by the 


commission. 


Administration of the pro- 

e gram for providing benefits 
to dependents of members of the 
uniformed services should be un- 
dertaken by the association as of 
July 1, when the present contract 
between the commission and the 
federal government terminates. 

National advertising activities 

e of Blue Cross should become 
a function of the association as of 
Dec. 1 and the commission should 
continue the present program only 
until that date. 

Because of the ownership, in 
trust, of the Blue Cross name and 
symbol by the American Hospital 
Association, the Blue Cross Associ- 
ation should continue the practice 
of providing AHA representatives 
with an opportunity to comment 
on proposed advertising copy: in 
advance of its publication. 

The association should under- 

e take a program. of national 
public relations related to its func- 
tions. In general, all aspects of 
public relations affecting national 
enrollment or group relationships 
should be a function of the associa- 
tion; activities related to hospitals 
should remain a function of the 
commission. 

The association should under- 

e take a program of research 
related to the development of a 
national product and to its mar- 
keting. Statistical studies of Plan 
operations, or research primarily 
involving relations between Blue 
Cross Plans and hospitals, should 
be a commission function. 

Administration of the Inter- 

e Plan Service Benefit Bank 
and the Inter-Plan Transfer Agree- 
ment should continue for the pres- 
ent to be functions of the com- 
mission. 


| An inter-plan leased wire 


e system among association 
members and, at the commission’s 
request, among other approved 
Blue Cross Plans, should be estab- 
lished and operated by the associa- 
tion. The message center should 
be established in New York City. 


ATTITUDE SURVEY 


A report was given on a survey 
of the public’s attitude toward in- 
creasing the cost of Blue Cross 
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payments so as to be able to in- 
clude diagnostic services. It was 
found that such services were de- 
sired by the public even if the 
cost was increased. 

In meetings before the formal 
opening of the conference, critic- 
ism was voiced that the individual 
Plans have not been informing hos- 
pitals properly on how to complete 
‘“‘medicare”’ forms. Errors that have 
occurred on the forms have created 
difficulties in servicing the pay- 
ments owed to hospitals. 

At the conference, Thomas R. 
Pansing, director of insurance for 
Nebraska, said that more cooper- 
ation was needed between the Blue 
Cross Commission and the com- 
mercial insurance companies. 

He praised Blue Cross for its 
pioneering efforts in the health in- 


surance field, but reminded those - 


attending the conference that the 
advertising and activities of Blue 
Cross Plans are still under the 
jurisdiction of the individual state 
insurance commissioners. 

Among the actions taken at the 
conference were: 

@ Reapproval of the Blue Cross 
advertising program for the coming 
year. | 

@ Adoption of a government re- 
lations committee report calling for 
the original insurer to continue 
giving nine months of benefits to 
expectant mothers, if the insuring 
company has changed. This action 
would only be applicable under 
certain specified conditions. 

@® Agreement to accept into Blue 
Cross membership anyone dis- 
charged from a uniformed federal 
service, regardless of age, health, 
or affiliation with a Blue Cross 
insured group. 

@® Agreement by the commission 
to establish an annual Justin Ford 


Kimball award for outstanding 
contributions in furthering the 
purposes of prepayment plans. 


This measure must be acted upon 
by the AHA Board of Trustees. 


OFFICERS NAMED 


Robert T. Evans, (Chicago) Blue 
Cross Plan for Hospital Care, was 
elected commission chairman; 
Charles Garside, Associated Hos- 
pital Service of New York, was 
named vice chairman, and John 
R. Hill, Tennessee Hospital Service 
Association, was elected treasurer. 

The commission’s executive com- 
mittee is composed of these three 
men and Dr. Kenneth B. Babcock, 
director of the Joint Commission 
on Accreditation of Hospitals, and 
Walter R. McBee, Group Hospital 
Service (Dallas, Tex.). 
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Commissioner F. D. MacCharles 
resigned because of ill health and 
was replaced by E. Duncan Milli- 
can, Quebec Hospital Service As- 
sociation. 

Other new commissioners taking 
office were: H. Charles Abbott, 
Hospital Service of Southern Cali- 
fornia; Frank S. Groner (AHA ap- 
pointee), Baptist Memorial Hospi- 
tal, Memphis, Tenn.; Elisha M. 


Herndon, Hospital Care Associa- 
tion Inc., Durham, N. C. and John 
B. Morgan Jr., Associated Hospital 
Service Inc., Youngstown, Ohio. 
At the conference it was an- 
nounced that in addition to their 
duties as vice presidents of the 
Blue Cross Association, Antone 
Singsen had been named treasurer 
of the association and J. Douglas 
Colman had been named secretary. 


WASHINGTON REPORT— 


$119 Million HEW Budget Cut Recommended 


In its report on the fiscal 1958 budget for the Department of Health, 
Education, and Welfare, the House Appropriations Committee has recom- 
mended that $119 million be cut from the $2,862,000,000 requested by 


the Eisenhower administration. 


Most of the cutting of the proposed budget would take place in the 


federal program of grants to states 
for public assistance. The commit- 
tee recommended that $1.6 billion 
be appropriated for public assist- 
ance grants. This amount is $79.4 
million below.the administration’s 
request, but still $25 million more 
than the amount appropriated for 
fiscal 1957. 

The proposed cuts, however, 
would not cut the funds requested 
for the Hill-Burton program 
($121.2 million) or the National In- 
stitutes of Health programs ($220,- 
183,000). 

While approving the NIH budget 
request, the committee rejected a 
proposed 25 per cent increase in 
overhead allowances for institu- 
tions receiving federal research 
grants. The committee voted to 
limit such allowance to 15 per cent 
of the total project grant. 

Committee budget recommenda- 
tions for the groups comprising 
NIH were: 

National Cancer Institute—$46,- 


902,000, a reduction of $1,530,000 


from the amount appropriated for 
1957. | 

Mental health activities—$35,- 
217,000, $20,000 more than the ap- 
propriation for 1957. 


National Heart Institute—$33,- | 


436,000, $40,000 more than the 
amount appropriated for 1957. 

Dental health activities—$6,430,- 
000, $404,000 more than the amount 
appropriated for 1957. 

Arthritis and metabolic disease 
activities—$17.4 million, $4,101,000 
more than the amount appropriated 
for 1957. 

Neurology and blindness activi- 
ties — $18,887,000, $237,000 more 
than the amount appropriated for 
1957. 

Other committee actions were: 


National Library of Medicine — $1,- 


450,000 was recommended for oper- 
ating costs of the newly established 
National Library of Medicine. This 
is a new item in the Public Health 
Service, having been transferred 
from the Department of Defense 
on Oct. 1, 1956. 

Health research facilities grants—$30 
million approved as requested by 
the administration. 

Indian health—$3,090,000 approved 
for construction of Indian health 
facilities. This is a $2.7 million re- 
duction from the budget requested 
and a $5.6 million cut from the 
amount appropriated for 1957. The 
committee justified its action on 
the basis that nearly $12 million 
in carry-over funds is still avail- 
able for hospital and clinic con- 
struction. It was recommended that 
$40 million be appropriated for 
operation of Indian health pro- 
grams, $3.9 million’ below the 
amount requested. (Articles on In- 
dian health also appear on p. 38 
and p. 122 of this Journal.) ° 

Public Health Service hospitals and 
medical care—$44.3 million was rec- | 
ommended for operation of PHS 
hospitals and medical care pro- 
grams. In voting to recommend this 
item, the committee report stated 
that “‘the medical care given at the 
PHS hospitals should either be 
first-class or should be discontin- 
ued.”’ 

Office of Vocational Rehabilitation— 
$45.1 million, which included $4 


million for the practical nurse 


training program, was recom- 
mended by the committee. 


HOUSE HEALTH HEARINGS OPEN 


The House Health Subcommittee 
has opened general hearings on 
new health legislation including 
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amendments to the Hill-Burton 
program. 

Rep. Eugene Siler (R-Ky.) testi- 
fied that federal aid to sectarian 
hospitals “over-runs religious free- 
dom.” Rep. Siler is sponsoring a 
bill to prohibit Hill-Burton funds 
from being given to private, non- 
profit organizations. | 

Rep. Siler told the subcommittee 
that he had no objections to legis- 
lation which would permit. sec- 
tarian groups to borrow under the 
Hill-Burton program in lieu of re- 
ceiving grants. Such loans are pro- 
vided for in a bill introduced by 
Rep. W. R. Poage (D-Tex.). 

(Sen. Lister Hill (D-Ala.) and 
Sen. Robert S. Kerr (D-Okla.) 
have introduced a bill to amend 
the Hill-Burton act to allow non- 
profit institutions to apply for hos- 
pital construction funds on a loan 
rather than a grant basis. Funds 
for the loan program would have 
to come from the Hill-Burton ap- 
propriation and would be subject to 
the same priority and criteria used 
in the grant program. Interest 
rates would be set by the Secretary 
of the Treasury. Loans could be 
made payable up to a period of 40 
vears. ) 

Rep. Lee Metcalf (D-Mont.) said 
his bill would authorize the pooling 
of Hill-Burton funds and Public 
Health Service funds so that in 
sparsely settled areas one hospital 
could be built to serve both In- 
dians and non-Indians. 

Another bill which has been 
introduced would prohibit group 
health, hospitalization, and acci- 
dent insurance companies engaged 
in interstate commerce from can- 
celing policies which have been 
in force for at least three years, 
for reasons other than nonpay- 
ment. | 

Rep. George Christopher (D- 
Mo.), sponsor of the bill, declared 
that some companies had “swin- 


dled” the public and that the worst. 


offenders were those doing busi- 
ness by mail. Goes. 

‘Rep. John Bell Williams (D- 
Miss.) advised Rep. Christopher 
that. Congress would probably not 
act on the Christopher proposal 
since, under law, regulation of in- 
surance is left to the states. Rep. 
Williams is chairman of the Inter- 
state and Foreign Commerce Health 
Subcommittee. 

Sponsors of the following bills 
are also giving statements to the 
subcommittee: 


HR 306, by Rep. Thomas 


(D-Mass.) to provide grants and 
scholarships in the field of nursing. 
@ HR 4820, by Rep. Charles O. 
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Porter (D-Ore.) to provide for re- 
search, prevention, and treatment 
of health hazards from nuclear 
radiation. 

@ HR 2220, by Rep. George Gud- 
dleston (D-Ala.), to create in HEW 
a medical advisory committee on 
alcoholism. 

@® HR 3485, by Rep. Charles Hoe- 
ven (R-Iowa) to provide for re- 
search on multiple sclerosis. 

@ HR 44, by Rep. Frederic R. 
Coudert Jr. (R-N.Y.) to establish 
a Commission on Programs for the 
Aging. 

@ HR 489, by Rep. Frank Thomp- 
son Jr. (D-N.J.) to encourage vol- 
untary health prepayment plans by 
permitting a pooling of resources 
and other means. 


AID FOR HANDICAPPED 


A bill creating an expanded 
federal program for handicapped 
persons was introduced in the Sen- 
ate by Sen. James E. Murray (D- 
Mont.) and a bipartisan group of 
other. senators. The bill provides 
for various grants to states and 
establishes a revolving loan fund 
from which states may borrow 


~ to maintain rehabilitation services. 


Among sponsors of the bill is Sen. 
Hill. 


VA DOCTOR PAY RAISE 


Chairman George S. Long (D- 
La.) of the House Veterans’ Affairs 
Hospitals Subcommittee announced 
that he will take up the possibility 
of pay raises and career incentives 
for physicians and other personnel 
in Veterans.Administration hospi- 
tals. 

The subcommittee staff has been 
directed to study various proposals 
with a view toward drafting legis- 
lation. 

Meanwhile, Rep. Olin E. Teague 
(D-Tex.), chairman of the full 
Veterans Committee, told Assist- 
ant Budget Director Robert Mer- 
riam that the VA is “in the mid- 
dle’ between the economy-minded 
Budget Bureau and the Congress 
‘‘which isn’t going to let the hos- 
pitals degenerate and fall apart.”’ 
The Budget Bureau cut in half the 
funds VA said it needed for hos- 
pital renovation. The House voted 
another $7.5 million cut, leaving 
$42.5 million for renovation in fis- 
cal 1958. 

Rep. Teague also criticized the 
Budget Bureau’s policy of requir- 
ing VA hospital beds to remain 
unused after they are vacated by 
declines in the number of tubercu- 
losis patients. He said that by 
blocking the use of these beds for 
general medical and surgical cases, 


the Budget Bureau was “defeating 
its own purpose” of staving off 
construction of more VA hospitals. 
In testimony before the commit- 
tee, Mr. Merriam said that Con- 
gress could “with justice and logic” 
require more rigid restrictions on 
admissions of veterans with non- 
service-connected disabilities. 


PROBLEMS OF RETARDED 


The nation’s existing community 
health and welfare agencies can 
meet “most of the essential needs” 
of retarded children and retarded 
adults, said Dr. Leroy E. Burney, 
surgeon general of the Public 
Health Service. He emphasized that 
the needs can only be met, how- 
ever, by community-wide planning 
to apply the latest research findings 
to the problem. 

“No single agency or service,” 
he said, ‘‘can meet the varied needs 
of the retarded. This is a task for 
parents, for private physicians, for 
outpatient clinics, for institutions, - 
for health and welfare agencies, 
school systems, civic and commu- 
nity groups.” 

Dr. Burney spoke before a meet- 
ing of the United Community 


Services of Washington, D. C. 


CRITICISM OF INSURANCE 


Sen. James E. Murray (D-Mont.), 
who is sponsoring legislation for 
a modified na- 
tional health in- 
surance pro- 
gram, directed 
the Senate’s 
attention toa 
recent pamphlet 
entitled ‘‘Fail- 
ure of Voluntary 
Health Insur- 
ance,” published 
by the Public 
Affairs Institute 
of Washington, D. C. 

The pamphlet cites a recent pub- 
lished study of the Health Informa- 
tion Foundation of New York City 
as proof of the inadequacy of vol- 
untary health insurance in covering 
medical expenses. The pamphlet 
states that organized labor and 
many other groups in the commu- 
nity are “. . . facing the brutal 
fact that voluntary health insur- 
ance is not meeting the heavy 
financial burdens of modern med- 
ical care. 

“In state after state, now, or- 
ganized labor is seeking some new 
means of providing adequate medi- 
cal protection for its members. The 
number of union-sponsored health 
plans, providing for full hospitali- 
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zation and medical care benefits 
under union auspices, has expanded 
rapidly in recent years. 

“Many other citizens are still 
forced to rely on the voluntary 
health insurance programs that are 
available. 

“| . The public is finding out 
that the ‘fine print’ in the contracts 
seriously limits the coverage of ill- 
nesses, duration of sickness and 
hospitalization, and family benefits 
are often not provided except for 
extra large costs.” 


FTC COMPLAINT 


Mutual Benefit Health and Acci- 
dent Association of Omaha, one of 
the ‘‘medicare” insurance agents, 
has been cited by a Federal Trade 
Commission examiner in an alleged 
false advertising case. 

An FTC examiner stated that the 
company’s advertising was mis- 
leading in regard to: 

@® The duration of coverage. 

@ The amount and duration of 
monthly disability benefits. 

@® The health requirements of 
the insured. 

@ The benefits payable for sick- 
ness and surgery. 

@ The beginning date of cover- 
age. 

Mutual of Omaha has asked dis- 
missal of the complaint on the 
grounds that it has stopped all such 
advertising and would not resume 


it in the future. The examiner re- 


plied: “We cannot accede to the 
respondent’s requests, because ade- 
quate protection of the public in- 
terest, of which the FTC is guar- 
dian .. . requires something more 
tangible than a promise.” 


HEW NOMINATION 


John A. Perkins, Ph.D., was 
named by President Eisenhower 
to be undersecretary of the 
Department of 
Health, Educa- 
tion, and Wel- 
fare succeeding 
Herold C. Hunt, 
Ed. D., who has 
resigned to re- 
sume his teach- 
ing post at Har- 
vard University. 

The Senate has 
confirmed the 
appointment. 

Mr. Perkins has been president 
of the University of Delaware since 
November 1950 and has held teach- 
ing posts at the University of 
Michigan and the University of 
Rochester (N.Y.). 

Mr. Perkins, 42, has also served 
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as budget director of the state of 
Michigan and as president of the 
American Society of. Public Ad- 
ministration. 


ICA HEALTH CHIEF RESIGNS 


Dr. John J. Hanlon has resigned 
as chief of the public health divi- 
sion of the International Coopera- 
tion Administration to become di- 
rector of public health services in 
Philadelphia. He will serve also 
as professor of public health and 
preventive medicine at the Temple 
University School of Medicine. Dr. 


Eugene P. Campbell is serving as 
acting director, pending appoint- 
ment of Dr. Hanlon’s successor. 


(CHILDREN’S BUREAU CHIEF 


Katherine B. Oettinger has been 
nominated by President Eisen- 
hower to be chief of HEW’s Chil- . 
dren’s Bureau. Mrs. Oettinger has 
served as dean of the School of 
Social Work at Boston University. 
She succeeds Dr. Martha M. Eliot, 
who resigned recently to become 
professor of public health at the 
Harvard School of Public Health. 


PRESIDENT’S REPORT — 


GPs Gaining Hospital Privileges: DeTar 


The American Academy of General Practice was told last month by 
its president that the generalist is making progress in the matter of be- 


ing accorded hospital privileges. 


Dr. John S. DeTar, Milan, Mich., retiring president, told of the results 
of a follow-up survey among officers of the academy’s state chapters con- 


cerning discrimination against the 
general practitioner by hospitals 
and their staffs. 

Results show, he said, that 34 of 
the 98 respondents reported that 
the situation was better (in his 
view an “astounding” result); 11 
said the situation had worsened, 


and 53 said the condition was the © 


same (half of these 53 respondents 
said conditions had been excellent 
all along). 

Dr. DeTar told the delegates 
that they could not evade as in- 
consequential, fimures from Dr. 
Isadore S. Ravdin, professor of 
surgery, School of Medicine, Uni- 
versity of Pennsylvania. Dr. Rav- 
din reported that in a series of 
1,000 secondary repairs following 
gall bladder surgery, 997 of the 
original operations were performed 
by nonboard certified surgeons. 
Dr. DeTar said “such figures are 
distressing to say the least.” 

Dr. DeTar said that there was 
no room for complacency on the 


part of the generalist in the find- 
ings of Dr. Osler L. Peterson and 


his associates in a study of general 
practice in North Carolina. “Some 
of the findings,’ Dr. DeTar said, 
“are illuminating. Some are quite 
shocking.”’ 

In another report, the executive 
secretary of the academy, Mac F. 
Cahal, noted an improvement in 
hospital-generalist relationships. 


In his annual report, he said that. 


“each year instances of frank dis- 
crimination against general prac- 
titioners in hospitals are becoming 
fewer.” This, he said, was “‘whole- 
some.”’ 

The academy’s Commission on 


Hospitals was directed by the del- 
egates to study the effects of 
the American Medical Association 
policy stipulating the method of 
appeal to the Joint Commission 
on Accreditation of Hospitals in 
cases of unjust discrimination 
against the generalist. 


FEDERAL AID OPPOSED 


The Hill-Burton program came 
in for some criticism during a 
discussion of one of the resolu- 


GP’s Idea of a GP 


The American Academy of 
General Practice has recorded 
its idea of general practice. The 
following definition of general 
practice, proposed by Dr. John 
S. DeTar, in his president’s re- 
port, was unanimously adopted 
by the academy’s Congress of 
Delegates last month: 


“General practice is that area 
of medical care performed by a _ 
doctor of medicine in those 
fields of diagnosis and therapy 
commensurate with his profes- 
sional competence, assuming a 
total continuing responsibility 
for the health of the individual 
or the family as a unit.” 


tions presented to the House. The 
resolution put the academy on 
record as being strongly opposed 
to federal aid for medical educa- 
tion. 

One of the supporters of the 
resolution said that Hill-Burton 
help to hospitals had forced in- 
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ferior doctors on the staff in two 
instances known to him. He pre- 
dicted the same would happen to 
medical schools if federal funds 
were accepted. : 
Also under attack by the dele- 
gates was the United Mine Work- 
ers’ medical care program. The 


union program-was sternly criti- — 


cized during discussion of a reso- 
lution calling for a united front 
against “medical -plans which do 
not guarantee the free choice of 
physician.” 


-One physician said the UMW 


plan had broken the doctor-patient 
relationship and that the local and 
state groups needed help in their 
fight against the plans. The dele- 
gates finally referred the matter 
to the standing committee on leg- 
islation and public policy. 


POSTGRADUATE EDUCATION 


~The academy paid a great deal 
of attention to postgraduate edu- 
cation for its. members. A study 
of inhospital sponsorship training 
was voted. Under such programs, 
new members of the staff or mem- 
bers requesting greater surgical 
privileges are assigned to a will- 


ing member of the active surgical 
staff. 

A sponsorship committee peri- 
odically reviews the progress of 
the physician and recommends 
adjustment of his privileges when 
indicated. 

Dr. Holland T. Jackson, Fort 
Worth, Tex., was named president- 
elect of the academy. Dr. Malcolm 
E. Phelps succeeded Dr, DeTar as 
president. 


MENTAL HEALTH 


Mental patients, said Dr. Frank 
J. Ayd Jr., should be freely ad- 
mitted to and treated in general 
hospitals. Dr. Ayd, chief of psy- 
chiatry at Franklin Square Hospi- 
tal, Baltimore, said this procedure 
would “help put psychiatry back 
in medicine, where it belongs.” 

He said such a program at Frank- 
lin Square Hospital, a general hos- 
pital with no special psychiatric 
unit, had been successful. The hos- 
pital now excludes only chronic 
mental cases. He attributed much 
of the success of the program to 
the use of tranquilizing drugs. (See 
National Health Forum story, p. 
120.) 


HIF SURVEY CITED — 


New England Meet Reviews Patients’ Bills 


Hospital bills for private surgical patients discharged from United 
States hospitals in 1953 averaged $160 and bills for’ medical patients 


averaged $128. 


_ These average figures were cited at the New England Hospital Assem- 
bly by Odin W. Anderson, Ph.D., in a report on a nation-wide Health 


Information Foundation survey. 

More than 6,800 persons regis- 
tered at the assembly, held March 
25-27 in Boston’s Statler Hotel. A 
series of instructional conferences 
were held in conjunction with the 
meeting. 


Speaking at the assembly ses- 


sion on hospital research in Bos- 
ton last month, Mr. Anderson, HIF 
research director, said that “it is 
a very safe assumption that the 
essential pattern of charges has 
changed very little in the years 
since the survey was completed, 
although there would have to be 
upward revisions in the over-all 
charges for hospital care in line 
with rising = costs 
about 5 per cent per year.” 

Mr. Anderson said that-22 per 
cent of surgical patients and 16 
per cent of medical patients in a 
general hospital incur charges in 
excess of $200. He said that 4 per 
cent of both types of admissions 
incur charges of $500 or more. _ 

(Other aspects of the HIF sur- 
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estimated at 


vey were discussed by Mr. Ander- 
son in an article in HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION, July 1, 1956.) 


DR. SHEPS 


In a report on a recently com- 


pleted survey of public attitudes 


toward hospitals, Paul B. Sheats- 
ley said that ‘unfavorable atti- 
tudes toward hospitalization are 
not much of a factor today in dis- 
couraging the use of hospitals 
when care is needed.” 

Mr. Sheatsley, eastern repre- 
sentative of the National Opinion 


Research Center, which conducted 
the survey, said the results indi- 
cated that financial barriers rather 
than fear often account for the re- 
luctance of patients to be hospi- 
talized. 

Dr. Cecil G. Sheps, executive 
director of Beth Israel -Hospital, 
Boston, said that a comparison of 
patients at that hospital in 1932 
and in 1952 showed a striking 
proportional shift in age groups 
served. He said that the largest 
proportion of the population 
served by the hospital in 1932 
was within the 25 to 35 age group. 
“By 1952,” he said, “the peak of 
population served shifted to the 
group of patients who were 65 
years old and over.” ‘ 


GIFTS EXPLAINED 


Dyke Brown, vice president of 
the Ford Foundation, spoke at an 
auxiliary luncheon held on the 
opening day of the assembly. Mr. 
Brown explained some of the fac- 
tors which led to the foundation’s 
unprecedented $200 million gift to 
voluntary nonprofit hospitals. He 
said the foundation was “particu- 
larly struck by the fact that many 
voluntary hospitals were unable 
to provide important kinds of 
services.” 

He cited a special study of 1,400 
nonprofit community hospitals 
made by the Commission on Fi- 
nancing of Hospital Care which 
indicated that almost 58 per cent 
of the hospitals surveyed provided 
less than 10 of 19 selected services 
which the commission “deemed 
important.” 

He said that “while every hos- 
pital in a given community does 
not necessarily need to provide all 
of the 19 basic services, there is 
almost no community which does 
not need one or more of the serv- 
ices which the commission found 
were not available.” 

In an opening day session de- 
voted to spiritual therapy, Rev. 
James Burns said that the spir- 
itual therapist working in the 
hospital should “identify himself 
with the sick man to the extent 
that he understands the patient’s 
feelings but does not necessarily 
accept them for his own.” 

Rev. Burns, director of the 
Massachusetts Council of Church- 
es, said another asset of the spir- 
itual therapist is the “ability to 
cooperate with members of the 
other healing professions; persons 
who have been trained under very 
different disciplines.” Such coop- 
eration, he said, does not demand 
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ELECTED to office at the 34th annual meeting of the New England Hospital Assembly held 


in Boston last month were (I to r): William E. Sleight, retiring assembly president and 
administrator of Roger Williams General Hospital, Providence, R.I., to the board of trustees; 
William S. Brines, administrator, Newton-Wellesley Hospital, Newton Lower Falls, Mass., 
president; Lois A. Bliss, R.N., administrator, Franklin (N.H.) Hospital, treasurer; Francis C. 


Houghton, administrator, Rutland (Vt.) Hospital, 


president-elect; Godfrey Crosby, adminis- 


trator, Elliot Community Hospital, Keene, N.H., trustee. Not present at the time that the 
picture was taken were Wesley D. Sprague, administrator, Brockton (Mass.) Hospital, sec- 


retary, and Arthur B. Paulson, administrator, 


agreement but “simply tolerance 
and mutual respect.”’ 

Donald M. Rosenberger, director 
of the Maine Medical Center, Port- 
land, cautioned a trustee section 
against becoming too engrossed 
with a new building program at 
the risk of overlooking daily op- 
erating problems of the existing 
institution. He said that “if your 
present hospital falters [in effici- 
ency] and patients leave resentful 
or outraged, you may seriously 
impair your whole effort for a new 
structure.” 


NURSING PROBLEMS PROBED 


Dr. Albert W. Snoke, president 
of the American Hospital Associa- 
tion and director of the Grace- 
New Haven (Conn.) Medical 
Center, spoke at a luncheon hon- 
oring past presidents of the as- 
sembly and incoming assembly 
President William S. Brines, ad- 
ministrator of Newton-Wellesley 
Hospital, Newton, Mass. 

Dr. Snoke said that hospitals 
cannot delegate their responsibility 
for finding more information on the 
nursing problems confronting many 
hospitals today. He said that 
“quantity and quality of nurses 
and their procurement and dis- 
tribution” is a problem that ‘“‘cuts 
across all types and sizes of hos- 
pitals ... 

know,” he said, ‘“‘that there 
is a deficit now of nursing instruc- 
tors, supervisors and administra- 
tors, and there will be an even 
greater deficit .. .” He said that 
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Brattleboro (Vt.) Memorial Hospital, trustee. 


“hospitals and nursing schools will 
be in serious competition with our 
nation’s schools for teachers, as 
demands of the country grow.” 
In discussing the use of account- 
ing by the administrator, Arthur 
H. Hibson of the Hospital Fact- 
Finding Service,’ Clinton, Conn., 
said that realistic financing of a 
hospital makes breaking even a 
cumulative process so that needs 
not met in one year can be passed 
over into the next. Hospitals, he 
said, “should be guided from a 
statement of source and applica- 
tion of funds which goes a step 
beyond a gain or loss statement.”’ 
Speaking at the same session, 
Hiram Sibley, director of pro- 
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gram development at Yale New 
Haven (Conn.) Medical Center, 
said that the capital expense 
budget is becoming a more ac- 
cepted factor in a hospital’s an- 
nual budget preparation proce- 
dure. 

Revised once a year, priorities 
are given to items which need re- 
placement or are to be added to the 


hospital’s list of equipment, Mr. 
Sibley said. When authorized, along 
with other sections of the hospital’s 
annual budget, the capital expense 
budget permits the administrator 
to make purchases of needed 
equipment without unduly incon- 
veniencing the hospital’s board. 


Problems of Mental Health 
Probed at National Forum 


“Protection against emotional 
deprivation,” said Dr. Francis J. 
Braceland, ‘“‘should be a basic policy 
in... hospitals 
for children.” 
Dr. Braceland, 
president of the 
American Psy- 
chiatric Associ- 
ation, spoke at 
the National 
Health Forum 
held in Cincin- 
nati, March 20- 
22. | 

Theme of the 
meeting was ‘“‘Better Mental Health 
~——Challenge to All Health Serv- 
ices.” 

Dr. Braceland said, “the impor- 
tance of small family-size groups 
should not be overlooked for chil- 
dren during preschool and early 
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‘school ages, with adequate and 


continuous care by one adult.” 
“In line with this thing,” he said, 
‘fone should strive for shorter stays 


of children in hospitals, for the 


presence of the mother, if possible, 
or at least as often as possible, and 
nursing care arranged so that one 
nurse looks after particular chil- 
dren. | 
“Admittedly these measures dis- 
rupt ordinary hospital routine, but 
it must be kept in mind that hos- 
pitals are run for people. And it 


‘is just as incumbent upon them to 


be concerned with mental health 
as it is to treat physical ills.” 
Dr. Braceland said that some of 
the problems encountered in keep- 
ing a mother and her child sepa- 
rated during the mother’s illness 
should be looked at again. “. . . 
The problem of hospitalizing the 
mother of a young child should 
be re-examined to determine 
whether it might be more construc- 
tive to provide housekeeping serv- 
ices for her while she remains 
under medical care at home. Their 
absence from the home in the 
child’s early years wreaks more 
havoc than is realized. . . 
“Finally,” Dr. Braceland said, 
“more should be done to extend 
medical and nursing care to chil- 
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dren in their own homes and to 
focus on day centers and on day 
care, rather than institutional care, 
for handicapped children.” 


Speaking about mental hospitals 


Dr. Braceland said, “. .. in all too 
many instances the mental hospital 
is a force for desocialization. Em- 
phasis on security, isolation, and 
restraint, a lack of opportunity for 
any self-direction, a lack of pro- 
ductive, meaningful work and con- 
structive social contacts are all 
conducive to regression or at least 
to resignation to institutionaliza- 
tion.” 

Among the other speakers at the 
forum was Dr. Ivan C. Berlien, 
chairman of the committee on pre- 
ventive psychiatry of the Group 
for the Advancement of Psychiatry. 
The ‘‘vast” problem of mental ill- 
ness, he said, can be dealt with 
effectively only “if everyone is 
thinking in terms of prevention and 
early treatment.” (Also see report 
on the American Academy of Gen- 
eral Practice, p. 118.) 


Phones Were Main Problem 
During San Francisco Quakes 


San Francisco hospitals came’ 


through the March 22-25 earth- 
quakes unscathed, the hospitals 
have reported. 

Administrators said that a major 


problem confronting them during 


the emergency concerned tele- 
phone communications. Phones 
were overloaded, the hospitals 
stated, making it impossible for 
them to make calls outside their 
own institutions although incoming 
calls were still being received. 

Telephone company representa- 
tives suggested that private emer- 
gency lines be installed to-link city 
departments, public utilities, hos- 
pitals, and radio stations. Such lines 
would not go through dial switch- 
boards, the company stated. 

Police and fire departments were 
cut off from each other and 
from public utility companies. The 
health department could not reach 
its ambulance drivers by radio- 
telephone and the mayor was not 
able to reach radio stations to give 
them information to be transmitted 
to the public. 

Although many office buildings 
in. the city had to dismiss their 
employees because of the near- 
panic conditions resulting from the 
tremors, hospital personnel were 
forced to be concerned about their 
patients’ welfare rather than their 
own and were able to continue 
their routine duties without inter- 
ruption, administrators said. 

In some cases, student nurses 
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were assigned to stay with patients 
who were on the verge of panic, to 
reassure the patients. 

The hospitals made immediate 
checks to determine whether any 
damage had been done to the build- 
ings or mechanical equipment. No 
major damage was done by the 


quakes, maintenance personnel as- - 
certained, but several nonemer- 


gency operations were canceled as 
a safety measure in case some hid- 
den damage had been done_ to 
equipment which might cause the 
equipment to break down while in 
use. 

Hospitals with disaster plans did 
not put them into effect, feeling 
that such plans would not be of 
assistance during this particular 
type of emergency. Emergency pa- 
tients in San Francisco are usually 
first taken to one of the seven 
emergency hospitals operating 
there. 

A few cases of minor injuries 
were reported by the emergency 
units; the number of cases, how- 
ever, was insignificant in terms of 
the total number of emergency 
cases handled daily. The larger 
hospitals were able to rely upon 


_ the emergency hospitals during the 


earthquakes and felt that no spe- 
cial provisions were necessary for 
taking care of the emergency cases. 


Public Health Service 
Reports on Indian Health 


A detailed report on the most 
thorough survey ever conducted on 
the health and health services of 
American Indians has been sub- 
mitted to the House Appropria- 
tions Committee. It was prepared 
by the Public Health Service at 
the committee’s request. 

Following are some of the facts 
and comments on medical facilities 
contained in the report: 

In the continental United States, 
PHS operates 48 hospitals, 18 health 
centers, 62 health stations, approx- 
imately 150 field health locations, 
and 13 boarding school infirmaries 
for care of Indians. Approximately 
250 community hospitals also are 
utilized. 

All but 7 of the 48 hospitals have 
less than 80 beds, some of them 
as few as 13. Of the seven larger 
institutions, four are tuberculosis 
sanatoria with 106 to 330 beds each 
and three are general medical and 
surgical hospitals which also take 
tuberculosis patients. Their capaci- 
ties range from 153 to 229 beds. 

Altogether, hospital beds num- 
ber 2,777, of which 1,752 are for 
general patients and 1,025 for 
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tuberculosis. Ten state hospitals 
and St. Elizabeths Hospital in 
Washington, a federal institution, 
are used for care of mental pa- 
tients. 

In 1956, the average daily census 
for Indian beneficiaries was 2,930, 
with two-thirds in PHS hospitals 
and the remainder in community 
and other contract facilities. Fifty 
per cent of the hospital patients 
were tuberculosis admissions. 

High morbidity rates among In- 
dians are responsible for their be- 
ing hospitalized nearly 50 per cent 
above the rate for the population 
in general. Also, average length of 
stay is almost twice that of non- 
Indian patients in the country’s 
smaller hospitals. 

High disease incidence among 


Indian children is reflected in these | 


figures: 4 out of every 10 Indians 
hospitalized are in the pediatric 
age group; they receive three times 
as much hospital care annually as 
children in the general population. 
Half of the 48 Indian facilities, 
states the report, do not comply 
with generally accepted fire ordi- 
nance standards and many of them 
are firetraps. “Very. few of the 
operating rooms are adequately 
safeguarded against explosion and 
special fire hazards. Most lack con- 
ductive flooring, shockproof and 
sparkproof lights and outlets and 
reliable auxiliary electrical sys- 
tems.”’ (Also see stories on Indian 
health on p. 38 and p. 116.) 


Associations, Councils Hold 
Elections of New Officers © 


Alabama Hospital Association: presi- 
dent, J. Frank Bynum, administra- 
tor, Gibson Hospital, Enterprise; 
president-elect, E. E. Cavaleri Jr., 
administrator, “365” Crippled Chil- 
dren’s Clinic and Hospital, Bir- 
mingham; vice president, E. C. 
Bramlett, assistant administrator 
and business manager, Mobile In- 
firmary, Mobile; secretary-treas- 
urer, Ernest S. Williams, adminis- 
trator, Cullman Hospital, Cullman. 

East Bay (Calif.) Hospital Conference: 
president, Harold Norman, admin- 
istrator, Children’s Hospital of the 
East Bay, Oakland; vice president, 
John Wight, assistant administra- 
tor, Herrick Memorial Hospital, 
Berkeley; secretary-treasurer, 
Louis Funk, administrator, Vallejo 
General Hospital, Vallejo. 

Georgia Hospital Association: presi- 
dent, Whitelaw H. Hunt, adminis- 
trator, University Hospital, Augus- 
ta; president-elect, Millard Wear, 
administrator, Kennestone Hospi- 
tal, Marietta; secretary-treasurer, 


George Linney, administrator, 
Griffin-Spalding County Hospital, 
Griffin. 

Evansville (iInd.) Hospital Council: 
president, Albert L. Boulenger, 
administrator, Good Samaritan 
Hospital, Vincennes; vice president, 
Nolan R. Lackey, administrator, 
Baptist Hospital, Evansville; secre- 
tary-treasurer, Vera Mahan, Gib- 
son General Hospital, Princeton. 

Kansas City Area Hospital Association: 
president, Maurice Johnson, vice 
president of Staley Milling Com- 
pany; first vice president, Dr. 
Arch E. Spelman, Smithville 
(Mo.) Community Hospital; sec- 
ond vice president, Tom J. Daly, 
advisory board member, St. Mar- 
garet’s Hospital, Kansas City, 
Kans.; secretary, G. O. Lindgren, 
administrator, Trinity Lutheran 
Hospital, Kansas City, Mo.; treas- 
urer, David T. Beale, executive 
vice president of the board of. St. 
Luke’s Hospital, Kansas City, Mo.; 
assistant treasurer, Nathan J. 
Stark, Kansas City, Mo. 

Central New York Regional Hospital 
Council: president, Dorothy Pellenz, 
superintendent, Crouse-Irving 
Hospital, Syracuse; vice president, 
Harold G. Koach, administrator, 
Binghamton City -Hospital, Bing- 
hamton; secretary-treasurer, James 
H. Abbott, administrator, Univer- 
sity Hospital, Syracuse. 

Pierce County (Wash.) Hospital Coun- 
cil: president, Clement P. Gurko, ad- 
ministrator, Northern Pacific Bene- . 
ficial Association Hospital, Tacoma; 
vice president, Sister M. Antonia, 
administrator, St. Joseph’s Hospi- 
tal, Tacoma; secretary, Sister Mary 
Albert, St. Joseph’s Hospital, Ta- 
coma. 

Hospital Association of Hawaii: presi- 
dent, Dr. Robert Kimmich, medi- 
cal director, Territorial Hospital, 
Honolulu; president-elect, Kenji. 
Goto, administrator, Kuakini Hos- 
pital, Honolulu; secretary, Dr. 
Dorothy Kemp, director, division 
of hospital and medical care, De- 
partment of Health, Honolulu; 


- treasurer, Pierson Dean, adminis- 


trator, Kapiolani Maternity and 
Gynecological Hospital, Honolulu. 


AHA Appointment Made. 


Dr. Edwin L. Crosby, director of 
the American Hospital Association, 
has announced that Robert S. Borczon 
joined the Association as a staff 
representative, Council on Admin- 
istrative Practice, effective April 1. — 
Mr. Borczon, an accounting gradu- 


-ate from Gannon College, Erie, Pa., 


has been an administrative resident 
with Western Pennsylvania Hospi- 
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Ideal 
AUXILIARY 
or Gift Shop 
Project 


TV Sets available with or without remote-controls 
and speakers; TV Stands available for 14”, 17”, 
and 21” TV Sets. Write for brochure on rental and 
purchase plans. 


The set is a 14” RCA, custom-designed for institutions, 115 volt, 60 cycle, 
AC, power transformer, aluminized picture tube, safety glass, UL Commer- 
cial power cord. The exclusive ROLEE ALL-CHANNEL REMOTE CONTROL 
turns TV set on or off, selects channels, regulates volume, fine tuning, and 
contrast. Hi-Fidelity Remote Speaker only (TV speaker disconnected). 
(Patents Pending) 


ROLEE HOSPITAL TELEVISION, INC. 


2720 Oak Lawn Avenue Dallas, Texas 


HOSPITAL PLAQUES 


and signs for every purpose in 
BRONZE and ALUMINUM | 


THE OPERATING UNIT 
] OF THIS HOSPITAL WAS GIVEN 
IN LOVING MEMORY OF 


JOSEPH BROWN WHITEHEAD.JR 
1950 


Hospitals from coast to coast have 
; SURPRISINGLY coaaaen the best for less because of our 
unsurpassed facilities and years of na- 
LOW COST lenalie experience. It will pay you to 
Everlasting beauty. | look over our new catalog, prepared 
: especially for our increasing clientele 
Free design service. in the hospital field. Why not send for 
it today... now! 


3 Room and Door Plaques 
Directional Signs 
GIBNEY Dedicatory Plaques 


AEMORIAL WING Memorial Plaques 


Building Facade Letters 
Plaques to Stimulate Fund Raising 


“Bronze Tablet Headquarters” 


- Write to 


UNITED STATES BRONZE SiIGn Co., Inc. 
_ 570 Broadway, Dept. H, N. Y. 12, N. Y. @ Plant at Woodside, L. !. 
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HOSPITAL BLANKETS 
by 


Treated, 


WOOL AND 
ORLON OR COTTON 
BLENDS 


WHIPPED 
ENDS OR SATIN 


Special Hospital Blankets that absolutely 
end shrinkage problems. . . retain their 
size and soft springy nap, washing-af- 
ter-washing. Horner's exclusive ‘‘DUAL 
ANTI-SHRINK PROCESS” relieves loom 
tension, and fixes fibers . . . cuts shrink- 
age, under normal use. And direct mill 
prices save you up to 40% of cost. 
Inquire today! 


HORNER 


YOU CAN MEASURE THE DIFFER- 
ENCE AFTER JUST ONE WASHING 


SEE US AT THE SHOWS! 


TRI-STATE HOSPITAL ASSEMBLY 
Booth No. 42 * Palmer House 
Chicago * April 29 - May 1 


ASSOCIATION OF WESTERN HOSPITALS 
Booth No. 1 * Los Angeles * May 6-9 
Ray O. Perry, West Coast Representative 


HORNER WOOLEN 
MILLS COMPANY \ | 


Eaton Rapids e Michigan 


Serving The Nation For 
Over 120 Years 


J HORNER WOOLEN MILLS COMPANY I 
EATON RAPIDS MICHIGAN | 
i YES! | want to know more about WASHABLE anti-shrink hospi- 
| tal blankets at direct-from-mill savings of up to 40%. 
| 
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tal, Pittsburgh, and with Hahne- 
mann Medical College and Hospital, 
Philadelphia. He has also served as 
business manager of the Kalkhof 
Hospital and Clinic, Erie. 


Rising Insurance Costs Seen 
As Result of Public Attitude 


Public demand for benefits that 
do not belong in insurance policies 
is one reason for rising insurance 
costs, doctors meeting in Louis- 
ville, Ky., March 9, were told. 

Dr. Carll S. Mundy, vice chair- 


man of the American Medical As- 
sociation Council on Rural Health, 
discussed the problem at the 12th 
National Conference on Rural 
Health. 

Dr. Mundy said that public de- 


mand has resulted in the inclusion © 


of many items that are not tradi- 
tionally insurable under the basic 
laws of insurance operations and 
that the public has asked for them 
“regardless of the increase in 
costs.” 

He said the demand for insur- 
ance to cover routine office and 


GUE DEPRESSORS 


and | 


COTTON-TIPPED APPLICATORS 


It must be admitted that pre- 
vious methods of handling and 
using Tongue Depressors and 
Applicators could hardly be 
expected to assure patients of 
their sterility. Now, with this 
new Weck Electron process, 
there can be no doubt on the 
patient’s part—which explains 
why hospitals throughout the 
country are taking advantage 
of the better technique and 
more efficient procedure af- 
forded by Weck Electron Ster- 
ilized Tongue Depressors and 
Cotton-Tipped Applicators. 
As illustrated, they are en- 
closed in transparent, com- 
pletely sealed acetate envel- 
opes—ready for immediate use. 
Write for free samples. 


WECK STERILE TONGUE DEPRESSORS 
Packed 1000 in a box 
51-818 One box (1000). . $6.00 per 1000 
Five boxes (5000).. 5.80 per 1000 


STERILE COTTON -TIPPED APPLICATORS 
Packed 1000 envel of 2 applicators 

51-772—3” long 
51-782—6" long ....... 4.50 per 1000 


10,000 Applicators 
(5 boxes)—-3” or 6” .. 3.70 per 1000 


30,000 Applicators 
(15 boxes) —3” or 6” .. 3.50 per 1000 


Manufacturers of Surgical Instruments ¢ Hospital Supplies ¢ Instrument Repairing 


house calls follows this. pattern. 
“Home and office calls, the annual 
health examination, annual x-rays 

. routine vaccination, are all 
events we know will happen to 
us and our children. Therefore... 
they should be provided for in our 
budgets just as we provide for a 
new car. To attempt to cover them 
by insurance not only increases 
premium costs out of proportion to 
benefits obtained, but abuses the 
original purposes of insurance,” 
Dr. Mundy said. . 


Short Course Scholarships 
Awarded to 10 Participants 


Winners of 10 $300 scholarships 
for the ninth annual Short Course 
in Hospital Housekeeping now in 
progress at Michigan State Uni- 
versity have been announced. 

The course is sponsored by the 
university and the American Hos- 
pital Association. 

Scholarship winners were: 

Parker H. Ball, executive house- 
keeper, Rex Hospital, Raleigh, N.C. 

Dorothy M. Crone, chief house- 
keeper, University Hospital, Little 
Rock, Ark. 

Eileen L. Davis, assistant house- 
keeper, Alta Bates Community 
Hospital, Berkeley, Calif. 

Ann Dimmock, housekeeper, 
Flower Hospital, Toledo, Ohio. 

Matilde Estavillo, chief, house- 
keeping division, San Patricio Vet- 
erans Administration Hospital, San 
guen, P. R. 

Thomas Hutchinson, housekeep- 
er, Vanderbilt University Hospital, 
Nashville, Tenn. 

Marianne F. Lewis, night super- 
visor, housekeeping department, 
Oklahoma Medical Center, Okla- 
homa City, Okla. 

Marjorie Lewis, executive house- 
keeper, Arnot-Ogden Hospital, 
Elmira, N. Y. 

Joseph M. Matakovich, house- 
keeping supervisor, Memorial Hos- 
pital, Panama City, Fla. 

Beatrice Union, housekeeper, 
Lake View Community - Hospital, 
Paw Paw, Mich. 


Increased Facilities Needed 
For Mental Illness Treatment 


Every community with a clinic 
or practicing psychiatrist should 
make provision for “at least tem- 
porary hospitalization facilities for 
the mentally ill,’ the Colorado 
Governor’s Committee on Mental 
Health has recommended. 

The group’s report also stated: 
“The committee recommended that 
communities planning additions to 


present hospitals or building new 


HOSPITALS, J.A.H.A.. 
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100 ,00( ADD OTS 4 
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WECK DWARD WECK & CO., INC. 135 Johnson St., Brooklyn 1, N.Y. 


Nothing gives employees a more luxurious, satisfied 
feeling than that of financial security. And nothing is 
easier for them to achieve when you provide the con- 


venience of automatic Payroll Savings Plan. 


EVERYBODY BENEFITS 


Security breeds confidence—and confidence stimulates 


job interest and results in steadier people who are far 


-more efficient in their work. Receiving those crisp Bonds 
at regular intervals along with their paycheck is an 
added inducement for employees to stay on the job. 

Moreover, when you install the Payroll Savings Plan 


in your company, you promote not only the security of 


your personnel but the security of your company and 
your country. Over forty million Americans have over 
40 billion dollars invested in United States Savings 


Bonds—a backlog of purchasing power for the future. 


EASY TO INSTALL 


If your company does not now have a Payroll Savings” 
Plan, or if employee participation is less than 50%, a 
letter to: Savings Bonds Division, U.S. Treasury De- 
partment. Washington, D. C. will bring prompt assist- 
ance from your State Director. He will provide applica- 
tion cards, promotional material, and as much personal 


help as you need. 


The United States Government does not pay for this advertising. The Treasury Department 
thanks, for their patriotic donation, the Advertising Council and 
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“Got A Load On Your Mind? | Haven't” 
ROLL 


See for Yourself Why— 


Alconox outsells ALL other 
Hospital and Laboratory deter- 
gents. 


@ OUTPERFORMS — Cleans 
Faster, Easier and more Efficiently. 


@ ELIMINATES tedious scrub- 
bing and loss of time. 


@ COMPLETELY SOLUBLE 
—Leaves no film or residue. 


e@ ECONOMICAL — One 
tablespoonful costing only 
cents will make a gallon of active 
solution. 


AVAILABLE IN 


CARTON of 12 boxes of 3 Ibs........ 18.00 
Ib 45 
DRUM of Ib. - .37 


(Slightly higher on 
Pacific Coast.) 


Write for sample, 
literature 
and name 

of your nearest 


distributor. 


ALCONOX. INC. 


WETTING AGENT 


853 Broadway, Dept. H-12 *« New York 3, N. Y. 
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units consider the inclusion of ap- 
propriate facilities for care of the 
mentally ill, and that such com- 
munities be informed by the proper 
agencies of national standards and 
recommendations.” 

In conclusion the committee 
stated: “Many communities have 
made excellent beginnings in offer- 
ing mental health services. It should 
be clearly understood, however, 
that these services are severely 
limited by lack of funds, scarcity 
of personnel and other factors. 
Clinics are not meeting expressed 
need at the present time in any 
community.” 


Pharmacy Group Still Seeks 
Armed Services Recognition 


The Committee on Status of 
Pharmacists in Government Serv- 
ice has instructed its steering com- 
mittee to continue pharmacy’s 
efforts to gain professional recog- 
nition in the armed services. 

The committee was also given 
the assignments to: continue ef- 
forts “to gain expanded activity 
and opportunity in the Medical 
Service Corps, to obtain ‘star’ or 


‘flag’ rank positions to which phar- 
macists could aspire, to assist in 
the inter-service transfer of phar- 
macists and relieve the necessity 
of ‘specialist-training’ courses in 
pharmacy as being given by the 
Air Force and Navy, and to press 
for proper utilization of pharma- 
cists drafted into the armed serv- 
ices, through liaison with the con- 
cerned government departments.”’ 

A special subcommittee headed 
by E. M. Josey, National Associ- 
ation of Boards of Pharmacy, is to 
undertake a survey of the pharma- 
cists drafted into the armed serv- 
ices to determine the appropriate- 


ness of their military assignments 


and ‘“‘to attempt to reconcile the 
results of the survey with the offi- 
cial reports of the military estab- 
lishment.” | 


Association Opens Office 


The Blue Cross Association has 
opened offices at 55 East 34th Street, 
New York City 16, Dr. Basil C. 
MacLean, president of the associa- 
tion, has announced. The group’s 
telephone number is Murray Hill 
9-5155. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 


FLORIDA 
St. Augustine—East Coast Hospital Asso- 


ciation Inc. 
KENTUCKY 


Lexington—University Hospital, University 


of Kentucky. 
LOUISIANA 
MINN 
Arlington—Arlington ‘Municipal Hospital. 


Two Harbors—Lake View Memorial Hos- 


pital Inc. 
PENNSYLVANIA 
Pittsburgh—Divine Providence Hospital of 
Pittsburgh. 


ALASKA 
Kodiak—Griffin Memorial Hospital. 
CANADA 
Le Pas, ee oe St. Antoine. 
UBA 


Havana—Colegio Medico Nacional de Cuba. 


NEW PERSONAL MEMBERS 


Boone, Robert H.—adm.—Conecuh Coun- 
ty Hospital—Evergreen, Ala. 

Boyd, Thomas J. Jr.,—hos 
trainee — Michigan Hospita 
Detroit. 

Cox, John J.—special asst. to mgr.—Vet- 
erans Administration Hospital—Boston. 
Forsyth, Chester—mechanical supt. — 
Miners Memorial Hospital Association— 

Williamson, 

Gartland, John E.—student in hosp. adm. 
—University of Michigan—Ann Arbor. 
Hilsenroth, Charles—exec. off. — Public 
Health Service—Bureau of Medical Serv- 

ices—Washington, D.C. 

Holliday, Maj. Robert L., USAF, MSC— 
student in hosp. adm —Graduate School 
Health—University of Pitts- 

ur 
lg C. H., Jr.—asst. adm.—Methodist 
Hospital—Memphis, Tenn. 

Jamron, Kenneth S.—public relations dir. 

—Touro Infirmary—New Orleans. 


relations 
Service — 


Kauris, Harry G. A.—purchasing agt.— 
Clover Hill Hospital—Lawrence, Mass. 
Malkin, Lawrence—student in hosp. adm. 

—Northwestern 

McGuire. Eleanor E.—dir. of gy Poems 
ices—National Foundation for itantile 
Paralysis—New York City 

Monaco, Anthony J. ie oe hee in hosp. adm. 
—University of Pittsburgh 

Morgan, Dane David — owner — Dane D. 
Morgan and Associates, architects— 
Burlington, Iowa. 

Morgan, Harry S.—partner—Consoer and 
Morgan, architects—Chicago. 

Parsons, George W.—chief of special serv- 
ice and public relations—Veterans Ad- 
ministration Hospital—Lyons, N.J. 

Raikowski, Maj. Francis M., USAF, MSC 
—student of advanced course in hosp. 
adm. — Medical Field Service School — 
Fort Sam Houston, Tex 

Rajecki, Maj. Felix G., MSC — student in 
hosp. adm.—Brooke Army Medical Cen- 
ter—Army Medical Service School—Fort 
Sam Houston, Tex. 

Rensch, Edward, Jr.—adm. resident—Vet- 
erans Administration Hospital—Houston, 


Riehl, Poerner E.—student in hosp. adm. 
—Northwestern 

Robinson, Harry A. — pres. dir. — 
for the Jewish Aged Philadel- 


nonin: Lt. Robert S., MSC, USN — off. — 
U.S. Naval School of Hospital Adminis- 
tration—National Naval edical Center 
—Bethesda, Md. 

Ryburn, N. Leon — adm.— Man (W. Va.), 
Memorial Hospital. 

Savage, Louise, R.N.—dir. of nrsg.—Mount 

Sinai Hospital—Chicago. 

Schlossman, Norman J. — partner — Loebl, 
Schlossman and Bennett, architects en- 
gineers—Chicago. 

Shannon, John R.—student in hosp. adm. 
—Columbia University of Public Health 

—New York City. 

Smith, Lowell W.—adm. 
Mason Hospital—Seattle. 

Taft, John iles, Jr.—adm. res.—Chicago 
Wesley Memorial Hospital. 

Trese, Rev. John A. S.T.L., M.S.W.—car- 
dinal’s rep. for hospitals—Archdiocese of 
Detroit—Catholic Charities. 

Vogel, Richard M.—student in hosp. adm. 
—Columbia University—New Yor City. 
Waidman, Arthur — exec. dir.— Home for 
the Jewish Aged—Philadelphia. 
Wallace, Joseph H.—student in hos 
— Army Medical Service Schoo 

Sam Houston, Tex. 

een Robert Olson—chief engr.—Kings- 

ton (N.Y.) Hospital. 


res. — Virginia 


. adm. 
— Fort 
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NEW AUXILIARY MEMBERS 


Woman’s Board of St. Joseph Hospital, 
Chicago. 
Auxiliary of Louisville (Ky.) General Hos- 


_(Mass.) City 


— Juan Hospital Auxiliary, Farmington, 

Mex 

Women’s Auxiliary of Polyclinic Hospital, 
Cleveland. 

Woman’s Auxiliary of Citizens General 
Hospital, New Kensington, Pa. 

-Women’s Auxiliary of Jeanes Hospital, 
Philadelphia. 

Women’s Auxiliary of Lemos B. Warne 
Pottsville, Pa. 

Stoughton (Wis.) Community Hospital 
Auxiliary, Stoughton. 


Hosvital Women’s 


Hospital association meetings 
(Continued from page 6) 


Hospital Law Institute — June 10-11; 
Chicago (Edgewater Beach Hotel) 
Medical Social Workers Institute—June 
10-14; Washington, D. C. (Willard 

Hotel) 

Hospital Personnel Administration Insti- 
tute —— June 10-14; St. Louis (Coro- 
nado Hotel) 

Hospital Dentistry Institute — June |7- 

_ 19; Washington, D.C. (Willard Hotel) 

Nursing Service Administration Institute 
—June 17-21; Ottawa, Canada (Cha- 
teau Laurier) 

Hospital Public Relations Institute—June 
24-27; Boston 
tel) 

Hospital Pharmacy Institute—June 24- 
28; Seattle (University of Washing- 
ton) 

Developing the Skills of Supervising In- 


(Sheraton Plaza Ho- 


stitute—June 24-28; Chicago (Edge- 
water Beach Hotel) 

Conference for Hospital Association Exec- 
utives—July 8-11; Chicago (Drake 
Hotel) 

Institute of Hospital Dietary Department 
Administration—August 5-9; Los An- 
geles (Ambassador Hotel) 


Pharmacy Institute ——- August 
19-23; Chicago (University of Chi- 
cago) 


Staffing (Nursing) Institute—September 
23-25; New York City (Sheraton- 
McAlpin Hotel) 


The hospital and government 


(Continued from page 46) 


There will be some auxilians 
who will say that they did not be- 
come interested in auxiliary work 
to engage in legislative activity. 


It is obvious that we cannot isolate 


hospitals from the effects of legis- 
lation and in fact from a responsi- 
bility for legislation. I am sure the 
interest of all those in auxiliary 
work is not in the corporate entity 
of the hospital nor is it in the 
buildings. Rather it is in the people 
who occupy the beds. and who 
come there for succor. In this, then, 
the auxilian has a deep citizen role 


—a special and privileged role 
as she may become informed of 
the particulars of situations which 
vitally affect the welfare of the 
people you are working to serve. 
In fact, the actions taken: with re- 
spect to legislative affairs could 
be of much greater significance to 
the hospital than the usual day 
to day activities of the auxiliary 
program. An auxiliary group can: 

—inform all its members of the 
issues. 

—plan to inform others who are 
affected. 

—inform legislative bodies of 
your opinions. 

—organize as part of the state 
hospital association an auxiliary 
program to urge action by legisla- 
tors in the interest of hospitals and 
the public. 


NONPARTISAN ROLE 


There are a number of points 
to bear in mind in such a program. 
First, the actions of hospitals, just 
like those of their associations, 
must be nonpartisan and great care 
should be taken to protect this role. 
A hospital is the whole community, 


DECEASED 


SHROUDPAC, the time-saving procedure for easier, cléaner, 
faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 

For further information and samples, contact your SHROUD- 


: PAC distributor. (See below). 


SHROUDPAC CONTAINS 
these necessary items: PLASTIC 
SHROUD SHEET (Adult Size or Child 
Size) e CHIN STRAP e THREE UNIFORM 
IDENT. TAGS e TWO CELLULOSE PADS 
e FIVE TIES. 


Each SHROUDPAC comes in a poly- 
ethylene bag designed to hold the 
personal belongings of the deceased. 


PATTON HALL, Inc. 


SHROUDPAC ‘is available through: A. S. Aloe Co.; 
Meinecke & Co., 
Hospitals Supply Co., Inc.; Will Ross, Ine.; In Canada: 


Supply Corp.; E. F. Mahady Co.; 


Bell, Ltd. 
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THE COMPLETE 
PACKAGE FOR 
HANDLING THE 


result, 


FCLO 


2265 W. ST. PAUL AVE. 
CHICAGO 47, ILLINOIS 

American Hospital 
.; Physicians and 


WALL 


Ingram & 


“WALL-SAVER” Advantages 

1. CANNOT BE TIPPED 
BACKWARDS 

2. CHAIR CAN’T DAM- 
AGE SIDE OR BACK 


\WALL-SAVER” Chairs 


®ePREVENT DAMAGE TO WALLS 
@REDUCE CHAIR MAINTENANCE 


The back legs of a ‘*Wall-Saver’’ 
so that the chair cannot be tipped backwards. No 
rubber leg bumpers are needed—the bottoms of the 
legs abut the baseboard while there is still ample 
clearance between the back of the chair and the wall. 
This unusual design eliminates the strain to which 
an ordinary chair is subjected when the sitter ‘‘rocks’’ 
in it. It also prevents damage to both chair and wall 
caused by ‘‘resting”’ 
the chair against the wall. 
‘*Wall-Saver’’ chairs can 
pay for themselves through savings. 


Right: No. 

**Wall-Saver"’ 
Chair. 

Left: No. 108914 “*Wall- 
Saver’’ 
Chair. (Also available 

with saddle wood 

seat, or with uphol- 

stered seat and back.) 


chair are flared out 


the back of 
As a 


1082 
Easy 


Straight 


Bulletin 
1005-A 


ENLAU BS 


Contract Furniture 


3501 BUTLER ST., PITTSBURGH 1, PA. 
ESTABUSHED 1873 
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hospital 
furniture 


CREATED 
TO MEET 
THE DEMAND 


SPACE 
SAVING 
BEDSIDE 

CABINET 


the ““COMBINETTE” 


With 
many new 
features 

including 


* Drawers at all heights for 
High-Low beds. 


* Compartment holds bed pan, 
urinal and wash basin. 


* More drawer space. 
* Como-Lite plastic tops. 


* Accessory cabinet for 
treatment rooms. 


Write for New, Illustrated, Inform- 
ative Catalog of the Complete Com- 
munity Line. 
SERVING THE NEEDS OF 
HOSPITALS FOR 21 YEARS 


COMMUNITY METAL 
PRODUCTS CORP. 


1213 Circle Avenue 
Forest Park, Illinois 
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not Republican and not Democrat. 
Secondly, our legislative efforts 
are usually well received, and we 
have a good reputation because we 
are not special interest builders. 
Our appeals and our recommenda- 
tions are made in behalf of the 
public. It is not the hospital ad- 
ministrator as an individual for 
whom we plead. In this regard we 
may be viewed differently than are 
other organizations in the health 
field. And thirdly, hospitals are not 
simply “ordinary business.” We 
must persist in behalf of the non- 


profit voluntary hospitals to clarify 


and strengthen this distinction con- 
tinually. 

Finally, the great and all impor- 
tant issues of our day, the battles 
we must win if we are to insure 
a good world for future genera- 
tions, demand that each of us be- 
comes informed and concerned and 


responsible for actions taken in. 


that much maligned and little un- 
derstood business of politics. Js 


Let the patient know what 
he’s paying for 
(Continued from page 52) 


payment. When the error is dis- 


covered and corrected, ill feeling. 


comes from both directions. 

We all make mistakes and I 
am certain the credit department 
makes as many as the patients’ 
accounts department. It is impor- 
tant that both parties realize this 
fact, because the problem will not 
be corrected unless there is con- 
structive criticism. The corrective 
action would be to chart such 
errors and try to find the true 
cause, then arrange a proper 
training program, or establish 
controls that will preclude the 
more serious errors. For example, 
the posting of cash payments 
should be audited by someone other 
than the person responsible for the 
posting. 

In many hospitals, the credit 
and collections department is 
never given advance notice of the 
patient’s discharge. In many cases 
the patient may have left the hos- 
pital before the credit department 
is advised of the discharge. 


This practice makes the collec- - 


tion of unpaid balances more dif- 


ficult. It superimposes a collection 
follow-up procedure, which is 
costly and which often annoys the 
patient. 

The advance notice of discharge 
can be sold to the hospital ad- 
ministrator by pointing up to him 
the advantages which can accrue 
to other departments, such as die- 
tary and housekeeping, if such noti- 
fications are distributed. It is help- 
ful to the credit department in 


_ arranging an interview with the 


patient who, at that time, has a 
sizable balance. It can be helpful 
to the patients’ accounts depart- 
ment in preparing a final bill and 
in picking up late charges. | 

When all of the hospital’s efforts 
to collect a bill have failed and it 
has reached the point of deliver- 
ing the account to a collection 
agent, the hospital will find it 
much more peaceful, if it advises 
the patient’s doctor. 

Oftentimes the bill has been 
neglected for a very ligitimate 
reason. The patient may have been 
out of town; a bill may not have 
been received; or a letter may not 
have been properly handled. I am 
sure all hospitals have experi- 
enced the wrath of an individual 
when he has been threatened with 
suit, or contacted by a collection 
agency, if he honestly intended to 
pay. That wrathful individual is in 
a much better position to present . 
a story to the doctor than the credit 
department representative. 

If the hospital has informed the 
patient’s doctor of its endeavors 
to collect the bill, and of its in- 
tention to turn the bill over to a 
collection agent, (unless he knows 
some other means of collecting the 
bill readily), it will be found that 
the doctor is conditioned to the 
problem. 

Finally, the hospital should not 


make a threat to sue unless it is 
prepared to follow through. When 


the hospital tells the debtor it will 
transfer the account to a collection 
agent, it should set a date and do 
it on that date. Empty threats en- 
gender distrust and contempt both 
inside and outside of the organiza- 
tion. 

Remember that in determining 
policies and procedures for collect- 
ing accounts, one must consider the 
financial needs of the organization, 
public relations, and the hospital’s 
community responsibility. s 
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JOHN H. HAYES 


The March 16th issue of this 
Journal contained many worth- 
while articles on the subject of 
emergency rooms in hospitals, their 
location, physical set-up and man- 
ner of operation. I believe that 
none of the writers mentioned the 
following, which has been the 
practice of the hospital with which 
I am connected. 

Many hospitals have no ambu- 
lance service. Many have only one 
ambulance; and there are times, 
of course, when the ambulance is 
out. People become panicky at 
times of emergencies, in accidents 
and sudden illnesses, and, in des- 
peration, telephone the hospital for 
a doctor. To fail to answer such 
calls, or delay until a doctor can 
be found, not only endangers life, 
but affects public relations. 

At our hospital we always have 
ready for such emergencies a doc- 
tor’s kit properly equipped to meet 
most emergencies. This is kept in 
the emergency room where it can 
be quickly taken by an intern or 
resident—or any other available 
doctor—who then responds to the 
call, on foot, by car or taxi. 

A hospital should be able to meet 
such emergencies; and this is one 


way to do it. 
x 


Isn’t it about time that one of 


our large cities again held a World’s 
Fair? 
2:3 9 

Florence King writes from Pasa- 
dena, voicing her agreement with 
me on the overuse of the adjective 
“fabulous” in advertising. 

She also complains of the wrong 
use of the word “terrific,” es- 
pecially when a guest calls next 
morning to tell her that her dinner 
party was “terrific.”” She asks, 
“Could it have been that bad?” 

According to an article in Lan- 

cet, the British Medical Journal, it 
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is suggested that there be two new 
specialties in medicine: EPHEBIA- 
TRICS, for patients 18 to 25 years; 
and MESIATRICS, for those of 
middle age; these to be added to 
PEDIATRICS, (up to 12) and 
GERIATRICS, for old people. 

If this comes to pass, the follow- 
ing telephone conversation might 
take place: 

“Hello. I would like-.an appoint- 
ment with the doctor.” 

‘“‘How old are you?” 

“aa 

“I’m sorry, but the doctor can- 


not see you before next year. He is 
a Mesiatrician.”’ 

What about those years between 
13 and 17? They could be TEENY- 
ATRICIANS. 

Doing your best might not be 
good enough; but you are a smart 
fellow if you realize it. 

xk ® 

One of my aged friends told me 
that he always reads the morning 
paper in bed. If he doesn’t find 
his name in the obituary column 
he then gets up and goes to work. 


WITH PRESS-ON GUMMING 


-¢ Forms Available in Duplicate or Triplicate 
¢ Special Pressure-Sensitive Adhesive on Back 


e Just Peel Off Protective Covering and Press 
On to Master Sheet — 

¢ No Liquids, Glue or Stapling Needed 
and They Stay in Place! : 


on to the master report... 


PHYSICIANS’ 


Now you can really save time when completing laboratory. slips. These 
snap-out slips have the carbon preinserted for duplicate and triplicate 
copies. Simply (1) record the data, (2) snap out the copies, (3) peel off the 
protective covering on the back of the original copy, and (4) press the slip 
all in a matter of seconds. No water, no 

wiping, no waiting for anything to dry — simply snap out, peel. and press. 
_ Slips are 3” x 5”, and there are 18 ‘different types of slips available. 

For Free Samples Write to Dept. H-457 


RECORD COMPANY 


Publishers of HOSPITAL and MEDICAL RECORDS Since 1907 
161 W. HARRISON STREET 


CHICAGO 5, ILLINOIS 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3—Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 
change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


LABORATORY TECHNICIAN (A:S.C.P.) 
or combined laboratory and X-ray techni- 
cian, salary open, full maintenance, liberal 
personnel policy. Immediate ge: 5 Con- 
tact the administrator of ebster 
County Memorial Hospital, Webster 
Springs, W. Va. 


INSTRUCTOR FOR NURSES’ AIDES: Gen- 
eral Hospital treating men, women and 
children. 128 adult and pediatric beds plus 
24 bassinets. 40-hour week. Salary open. 
Apply Director, Woman’s Hospital, 1940 
East 101 St. Cleveland 6, Ohio. 


PHYSICAL THERAPIST—man or woman. 
Graduation from approved school required 
for new department located in 224-bed 
general hospital. Excellent personnel poli- 
— Allen Memorial Hospital, Waterloo, 
owa. 


MEDICAL-SURGICAL SUPERVISOR, AD- 
MINISTRATIVE. 302 bed voluntary hos- 
pital, Western New York. B.S. degree 
and/or satisfactory experience in super- 
vision. Will consider person with satis- 
factory experience working towards 
degree. Progressive personnel policies, re- 
tirement plan, 40 hour week, salary de- 
pendent on education and experience. 
Write to HOSPITALS, Box H-19. 


ANESTHETIST, NURSE: For obstetrics 
and surgery, also three general duty 
nurses in new modern 44-bed hospital 
near Port Huron. Top salaries and best of 
working conditions. Write to L. T. Lyon, 
Administrator, Yale Community Hospital, 
Inc., Yale, Michigan. 


THERAPEUTIC DIETITIAN: 360 bed gen- 
eral hospital, lake surrounded university 
city; A.D.A. members: liberal personnel 
policies. Duties involve therapeutic diet 
writing, patient contact, tray checking, 
and teaching. Approved school of Nursing. 
Apply to: Mr. A. R. Gross, Administra- 
tive Assistant, Madison General Hospital, 
Madison, Wisconsin. 


Registered female nurse wanted for 
SUPERINTENDENT of a 48-bed County 
Tuberculosis Sanatorium in Midwest. 
Position is open August 1, 1957. Desire 
someone experienced in administrative 
work and have some knowledge of Tu- 
berculosis work. Address HOSPITALS, 
Box H-37. 


ASSISTANT DIETITIAN—375-bed general 
hospital. Duties involve therapeutic diet 
planning, patient contact, and general 
supervision. Salary open. Full employee 
benefits. Apply: Director of Personnel, 
Blodgett Memorial Hospital, Grand Rapids, 
Michigan. 
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OBSTETRICAL SUPERVISOR. New mod- 
ern obstetrical building part of a 302 bed 
—— hospital; Western New York area. 
ge will open soon. Requirements: 
Y. State registration, B.S. Degree ll 
ans and satisfactory experience. Pro- 


gressive’ personnel policies, retirement . 


plan, 40 hour week, salary dependent on 
education and experience. Write to HOS- 
PITALS, Box H-18 


LIBRARIAN, MEDICAL RECORD—Regis- 

tered. To assume charge of record room. 

bed general 40 hours—salary 
en. Contact Miss Cooper, Woman's 
ospital, Cleveland, Ohio. 


NURSES—General duty, operating room 
and delivery room. Salary $315.00 to $351.00 
per month plus department premium of 
$10.00. Shift premium of $20.00 extra per 
month. Vacation up to 4 weeks. Retirement 
program and Social Security. Hospitaliza- 
tion insurance, 40 hour week. Hospital lo- 
cated on university campus. Apply Direc- 
tor of Nursing, Palo Alto Hospital, Palo 
Alto, California. 


MEDICAL RECORDS’ LIBRARIAN 
head large department in new 616 bed 
cancer researc hospital. Excellent op- 
portunity. Good salary and working con- 
ditions. Qualifications: registration or 
graduate of approved school and at least 
one year experience. Write HOSPITALS, 
Box H-25. 


MEDICAL, CLINICAL NURSING IN- 
STRUCTOR: In 5ll-bed hospital with 
School of Nursing of 200 students. Fine 
facilities and work atmosphere. Prefer 
Bachelors degree or some work on it, plus 
nursing and teaching experience. .Matu- 
rity. Attractive salary and working con- 
ditions. In Northeast Ohio city with 
educational, recreational, industrial and 
agricultural primary interests. Write Di- 
rector of Personnel, Aultman Hospital, 
Canton, Ohio. 


ASSISTANT MEDICAL RECORD LI- 
BRARIAN, registered. 700 bed teaching 
hospital; good working conditions; 40 hr. 
week; employee benefits; salary open. 
Contact Personnel Director, Baylor Uni- 
versity Hospital, Dallas, Texas. 


TECHNOLOGIST (MALE) 

A.S.C.P.): To direct technicians in 
County Hospital. Excellent personnel poli- 
cies, retirement, 
security possible. Salary open. Resident 
pathologist. Immediate opening. Transpor- 
tation interview paid. Address HOSPI- 
TALS, Box H-46. 


SURGICAL, CLINICAL NURSING IN- 
STRUCTOR:. In 51ll-bed hospital with 
School of Nursing of 200 students. Fine 
facilities and work atmosphere. Prefer 
Bachelors degree or some work on it, plus 
nursing and teaching experience. Matu- 
rity. Attractive salary and working con- 
ditions. In Northeast Ohio city with edu- 
cational, recreational, industrial and agri- 
cultural primary interests. Write Director 
of Personnel, Aultman Hospital, Canton, 
Ohio. 


NURSES, registered. Immediate openings. 
General duty, all shifts. Salary open, plus 
meals and laundry of uniforms. Liberal 
personnel benefits. Write, wire, or cal] ad- 
ministrator of the Webster County Me- 
morial Hospital, Webster Springs, . Va. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 


900 North Michigan Ave. 


Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of: 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ng countries outside continental United 
States. Please note our descri of op- 
portunities in the first issue of each month 
= — Write us please for further 
e 


Blue Cross and social 


MARY A. JOHNSON ASSOCIATES 
AGENCY 


11 West 42 Street New York 36, N.Y. 


Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


are evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific available positions. Since 
it is our policy to make every effort to 
select the best candidate for the position 
and the best job for the candidates, we 
refer to keep our listings strictly con- 
dential. 

We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of N urses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


OUR Gist YEAR 


Wo ODWARD 


3rd °18S N.WABASH AVE. 
CHICAGO.es | 
® ANN WOODWARD © 


When progress in your field of medicine, 
hospital administration, nursing or labora- 
tory ark dictates a change of location, 
only the most advantageous opening de- 
serves 4 interest. Likewise, when your 
hospital or clinic requires well qualified 
personnel on the administrative level, dip- 
lomates to head departments or ancillary 
personnel, only tht: best available candi- 
date is acceptable At this juncture, you 
can gain time and efficiency by delegating 
the details of your search to the ood- 
ward Medical Personnel Bureau. Our serv- 
ice is strictly confidential. We invite your 
inquiries—and your attention to our ex- 
cellent listings in the forthcoming first-of- 
the-month imme. 


ALFRED E. RILEY 
MEDICAL EMPLOYMENT SERVICE 


59 East Madison Street, Chicago, Illinois 
Andover 3-5663 


Alfred E. Riley, R.N., MSHA, Director 


An organization offering personal and in- 
dividualized employment counseling and 
placement se 

Conscientious and discriminating attention 
is given to all individuals and hospitals 
served by our organization. You can nego- 
tiate veniidentia! y with confidence. 


Positions are available on all levels from 
beginners to executives for: 

Physicians, Administrators, Executive Hos- 
pital Personnel, Medical Record Librarians, 
Laboratory and X- Ray Technici 7. An- 
esthetists, Dietitians, Nurses: irectors, 
Instructors, Supervisors, Head, and Staff. 
Write us today regarding these interestin 
positions. Our negotiations are ethical an 
confidential. 


HOSPITAL FERSONNEL BUREAU 

220 E. Lexington St., 

Baltimore 2, Maryland 
Administrators, Physicians, Nurses, Tech- 
nicians, Dietitians, Librarians, and other 
categories. Mail resume, photo. No regis- 


tration fee. Mr. Cotter, Licensed Employ- 
ment Agent. LE 9-5029. Res. RI 7-3356. 
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Our careful study of positions and appli 
cants roduces maximum efficiency in 
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REGISTERED MEDICAL RECORD LI- 
BRARIAN to head department in new 
teaching hospital. Located in midwest col- 
lege town. 200 beds at present but with 
facilities to expand to over 400 beds. In 
reply state training, experience, and sal- 
<7. desired. Address HOSPITALS, Box 


ADMINISTRATOR: Hospital public rela- 
tions firm needs experienced hospital ad- 
ministrator with heavy background in 
public relations and hospital publications. 
At least five vears experience necessary. 
Top salary plus expenses. Send resume to 
The Ryall Corporation, 912 Baltimore, 
Kansas City 5, Missouri. 


NURSE ANESTHETIST: 42 bed hospital. 
Salary and commission, $500 per month 
guarantee. 150 miles from Minneapolis. 
Top personnel policies. Address HOSPI- 
TALS, Box H-45. 


DIETITIAN: Therapeutic, A.D.A. member, 
for 160 bed general hospital, good person- 
nel practices. Frederick Memorial Hospi- 
tal, Frederick, Maryland. 


ASSISTANT MEDICAL DIRECTOR: 114 
bed tuberculosis hospital, salary $8500- 
$9500, complete maintenance, apply Medi- 
cal Director & Superintendent, District 
Four, Tuberculosis Hospital Commission, 
New State Office Building, Frankfort, 
Kentucky. 


PHARMACIST, registered, for 115-bed 

fully approved hospital with 123 beds be- 

ing added. 40-hour week, no night work. 

Salary open. Living accommodations avail- 

able to women. Apply George Gerding, 

ren Ingalls Memorial Hospital, Harvey, 
inois. 


PERSONNEL DIRECTOR: Large hospital 
research center; 1,000 employees. Good 
salary and working relations. Organize 
new program. Experience required. Write 
HOSPITALS, Box H-34. 


DIETITIANS: A.D.A. Therapeutic and Ad- 
ministrative. 230-bed fully accredited 
hospital. Salary open. Liberal personnel 
policies. Housing available. Address HOS- 
PITALS, Box H-36. 


POSITIONS WANTED 


REGISTERED, EXPERIENCED MEDICAL 
RECORD LIBRARIAN; available Novem- 
ber ist. Exceptional educational back- 
ground: capable of training employees. 
Address HOSPITALS, Box H-32. 


ADMINISTRATOR or ASSISTANT: Well 
qualified, trained, experienced; young; ex- 
cellent references; proven managerial 
acumen: Massachusetts preferred. Address 
HOSPITALS, Box H-42. 


ADMINISTRATOR: 8 years, 250 bed gen- 
eral hospital. Chief accountant, adminis- 
trative assistant, 4 years assistant. Experi- 
ence includes planning, equipping, staffing 
new hospital, NACHA, 34. Address HOS- 
PITALS, Box H-14. 


HOSPITAL ADMINISTRATOR OR ASST.: 
Well qualified, eight years same small hos- 
pital. All purchasing and accounting. Mar- 
ried, Protestant. Prefer Ohio or mid-west. 
Address HOSPITALS, Box H-39. 


under the following heading: 


Please schedule the following advertisement for the 


For Sale 
Positions Open 


Instruction 


Classified Advertising Department 
HOSPITALS, Journal of the American Hospital Association 


18 E. Division St., Chicago 10, Illinois 


issue(s) of HOSPITALS 


Services 


Positions Wanted 


Wanted 


Bill the Hospital 


[] Check or Money Order Enclosed 


Signed 


Title 


Hospital 


Address 


City & State 


Here’s information on this low-cost service 


Twenty-five cents a word: minimum charge $3.50 per insertion. 
Deadline: 30 days preceding publication date. : 
Clip and mail to HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 
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fluid 


FLO-TROL 


now exclusively on PLEXITRON®. 
| Expendable Administration Sets 


Asimple, one-hand adjustment permits admin- 
istration of blood or parenteral solution at — 
exactly the prescribed rate. FLO-TROL also ad- 
justs to completely stop flow of fluid. Fool-proof, 

trouble-free ...and a distinct advantage in 
parenteral therapy. | 


FOR THE PAST QUARTER CENTURY — PIONEERING PARENTERALS 


BAXTER LABORATORIES, INC. 


MORTON GROVE, ILLINOIS 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERALE OFFICES * EVANSTON, ILLINOIS 


% 
wie 


inch and 7 inch 


Absorbable Hemostatic 


ype. discs, 
diameters, conveniently folded in radially fluted form. 


Supplied in individual glass containers. 


nch x Linch x 1 inch portions. 


OXYCEL STRIPS 


¢ 


cellulose, Parke-Davis) aids in controlling postopera- 
tive bleeding. Applied directly from the container, 


Sterilized, gauze-type, 3 inch x 3 inch ecight-ply pads, and 4 


inch x 12 inch eight-ply pads. 
ply 18 inch x 2 inch; four-ply 36 inch x '2 inch; and four-ply 


3 yard x 2 inch, pleated in accordion fashion. 


Sterilized, four-ply, gauze-type strips, 5 inch x } inch; four- 


OXYCEL readily conforms to all wound surfaces. 


By checking capillary oozing, OXYCEL (oxidized 
OXYCEL PADS 


OAYCEL 
OXYCEL PLEDGETS 
OXYCEL FOLEY CONES 

Sterilized, four-ply, gauze-t 


Sterilized, cotton-type, i 
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WHEN SURGICAL HEMOSTASIS IS A PROBLEM 
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